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NEW 
multiple antigen for pediatric use 


QUADRIGEN 


(@iphtheria-Tetanus-Pertussis-Poliomyelitis, Aluminum Phosphate Adsorbed, Parke-Davis) 


immunizes against 4 diseases 


A newly developed multiple antigen, QUADRIGEN is designed for 
simultaneous immunization of infants and preschool children against 
diphtheria, tetanus, pertussis, and paralytic poliomyelitis. 

E Good antibody response has been demonstrated in children 

immunized with QUADRIGEN within this age group.* 
The antigens in QUADRIGEN are adsorbed on optimum amounts of aluminum 
phosphate to provide a potent and compatible product. 
A single dose of QUADRIGEN is only 0.5 cc. See package for dosage schedule. 
With QUADRIGEN, multiple protection can be obtained with fewer 
injections at low dosage levels—a regimen that appeals 
both to patients and parents. 


*Barrett, C. D., Jr., et al.: J.A.M.A. 167:1103, 1958; 
Ibid.; Am. J, Pub. Health 49:644, 1959, 


Parke, Davis & Company 
Detroit 32, Michigan as 
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DEXAMETHASONE 


oe treats mote patients. more effectively... 


45 arthritic patients 
who were refractory 
other corticosteroids* 4 


were successfully 
treated with Decadron™ 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is.a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 
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be prepared... 


fast, effective and long-lasting relief from: 


sunburn 
poison wy 
insect bites 
minor cuts 
and abrasions 


The water-soluble, nonstaining base melts on con- 
tact with the tissue, releasing the Xylocaine for 
immediate anesthetic action. It does not interfere 
with the healing processes. 


oie Astra Pharmaceutical Products, Inc., 

) Worcester 6, Mass., U.S.A. 
XYLOCA IN E* 
| T M NT 2.5% & 5% U.S. PAT. NO. 2,441,498 MADE IN U.S.A. 
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*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 
JONES and VAUGHAN, INC. 2¢, va. 


INTHLY 


Complete local claim service 


that’s prompt, efficient, satisfactory. 


| CORPORATION 
paktimone || 


Don’t forget that your local American Health Agent... by 

specializing in your patient’s HOSPITAL, MEDICAL and 

SURGICAL insurance problems—offers extra services of 
special value to you... 


He’s a specialist—a career man in his chosen field. He has 
earned a good reputation locally, with efficient service and 
prompt attention to claims. 


Moreover, he appreciates the impact that health insurance can 
have on the practice of medicine, and wants to co-operate with 
the local medical profession. 


AMERICAN HEALTH 
INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Maryland 


It makes sense to expect special results from a specialist in the field of health insurance, 
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eo relieve oGth nase 


TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion 


eeffectiwve because d-isoephedrine combines both nasal 


and bronchial decongestant actions'—together with the histamine blocking 
action of chiorpheniramine. 


fast... clears air passages in 10-20 minutes. Relieves stuffiness, 


swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


esate ... Laboratory studies reveal little effect on CNS or pressor 
stimulation. Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 


TABLETS AND SYRUP for adults and children . . CHARLES C. 
COMPOSITION: Per tablet Per 5 mi. syrup 

Chlorpheniramine maleate 2 mg. 

d-lsoephedrine HC! 12.5 mg. 

DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: 

3-6 yrs. % tsp. tid.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. tid. & COMPANY, 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Richmond, Virginia 
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2 the drawbacks to. aspirin. usage is 


gas! _olerante. This ranges from miid upjet 
and severe: hemorrhagic. ¢ 
tritis. Studies in conjunction with 
omy* * have: shown 


aspirin’ partieles firmly adherent to 


the gastric mucos# and imbedded between 
rugae, Reactions Varying from mild hyperemia 
to erosive gastritis have been reported to occur 
in the areas immediately surrounding these 
adherent particles. This is reported to be 
particularly true-in_patients wiih peptic ulcer.‘ 


Nis the freely soluble, stable calcium aspirin compiex. its 


nigh solubility forestalls: gastric irritatlom: 


RGeular aspirin crystals 24 hours 
aiter being mixed into water. 


iF damage 


Calurin crystals in solution one min- 


ute after being mixed into water, 


‘ 
ate 


Particle-induced . ulceration — section through 
lesion found in gastrectomy specimen. An aspirin 
particle was found firmly imbedded in this under- 
mined erosion. Such lesions may be associated 
with the relative insolubility of aspirin, which 
remains in particulate form after dispersion in 
gastric contents. 


CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


CALURIN is the aspirin of choice, especially 
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—CALURIN 
— ASPIRIN 


_ 


ALICYLATE. BLOOD LEVELS (ng, 


Calurin, being me soluble, is promptly avail- 
able for absorption into the systemic circulation. 
Salicylate blood levels in 12 subjects receiving 
both Calurin and plain aspirin were found to rise 
more than twice as high within ten minutes fol- 
lowing Calurin. Also, these levels persisted 
higher for at least two hours."! 


when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 


high-dosage, long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, 


anti-pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if 
desired — an advantage for patients requiring aspirin administration 


Dosage: Each tablet of Calurin is equivalent to 300 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain 
and fever in adult patients, the usual dose of Calurin 
&6-1-te-d-tellets every 4 hours, as needed; in arthritic 
states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


during the night and for pediatric patients. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 


fever, 3 to 5 tablets 4 or 5 times daily. For children 
over 6 years, the usual dose is 1 tablet every 4 hours; 
for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 


cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. Prracemann 
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for the control of tension and G.I. trauma, 
many of you have been writing this 


prescription in increasing numbers for 
nearly two years... 


predictable results 
in the control of 
tension and G.I. trauma 


PATHI 


Qe) LEDERLE LABORATORIES, A Division of 
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NEW! for greater flexibility 
in the control of 
tension and G.I. trauma... 
now you can write: 


In the management of such gastrointestinal 
dysfunctions as duodenai or gastric ulcer, 
intestinal colic, spastic and irritable colon, 
ileitis, esophageal spasm, gastric hyper- 
motility and anxiety neurosis with G. I. 
symptoms, nearly two years’ experience has 
confirmed the clinical advantages derived 
from the combination of the two agents in 
PATHIBAMATE. 


New PATHIBAMATE-200 Tablets combine 
Meprobamate at one-half strength, with 
PATHILON at full established potency. 


With PATHIBAMATE-200, further individual- 
ization of treatment is facilitated in respect 
to both the degree of tension and associ- 
ated G.I. sequelae, as well as the response 
of different patients to the component drugs. 


Supplied: PatHisamaTe-400 — Each tablet (yellow, % scored) contains Meprobamate, 


400 mg.; PATHILON Tridihexethyl Chioride, 25 mg. 


PaTHIBAMATE-200 — Each tablet (white, coated) contains Meprobamate, 


200 mg.; PATHILON Tridihexethyl Chloride, 25 mg. 


Administration and dosage: PaTHiBAMATE-400 —1 tablet three times a day and 2 tablets at bedtime. 
PAaTHIBAMATE- 200 — 1-2 tablets three times a day and at bedtime. Adjust 


dosage to patient response. 


400 


AMAT 


Meprobamate with PatHi.on® Tridihexethy! Chloride” LEDERLE 


200 


°PATHILON Is now offered as tridihexethy! chloride Instead of the lodide, since the latter may interfere with the results of certain thyroid function tests, 


ivision of 


AMERICAN CYANAMID COMPANY, Pear! River, New York 


the complaint: “nervous indigestion” 


the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of' 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 


Hyoscyamine sulfate ........................000.05 0.0518 mg. 
Hyoscine hydrobromide .......................... 0.0033 mg. 
Phenobarbital (4% gr.) ...................:2ee 8.1 mg. 
in the enteric-coated core: 


. H. ROBINS COMPANY, INCORPORATED «+ RICHMOND 20, VIRGINIA 
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Doctors, too, like “Premarin? 


: doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories » New York 
16, N. Y. * Montreal, Canada 
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Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, and other gastroin- 
testinal disorders characterized by spasm, hypermotility, and hypersecretion. 


4 CASES RESPOND 


oxyphencyclimine hydrochloride 
Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
b Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
— z G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 
et al.: Presented at Fa eeting, Amer, Soc. Pharmacol, 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 
Brooklyn 6, New York 6:423 (March) 1959. “Trademark 
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a day and night—ulcer control with D.1.U. dosage 


for Certai 


; Provides fast, high blood and tissue concentrations—plus an unpar- 

alleled safety record. Erythrocin is available in easy-to-swallow 
Filmtabs® (100 and 250 mg.); in tasty, citrus-flavored Oral Suspen- 

sion (200 mg. per 5-ce. teaspoonful); and 

for intravenous and intramuscular use. 


ABBOTT 


GFILMTAGS — FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. 2,881,088 


909132 
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Physicians Simply Cannot Afford 


Not to Enroll in these Insurance Plans 


Approved by The Medical Society of Virginia 


Sometimes the physician neglects his own affairs while giving time and energy 
to the welfare of others. Undoubtedly that is a principal reason why some mem- 
bers of The Medical Society of Virginia have not availed themselves of the ex- 
traordinary advantages offered in the personal insurance programs which were 
recently approved by their own organization. Many members of the Society have 
taken advantage of the two low-cost group programs and both plans are in ef- 
fect right now. You simply cannot afford to miss this opportunity for your own 
protection. Outstanding features of the two separate and distinct group plans 


include the following: 


PLAN NUMBER ONE 


Provides coverage for you, your wife and 
dependent, unmarried children between the 
age of fourteen days and twenty-three years. 
Protection up to $10,000 within three years 
of accident or sickness is provided. The 
same amount is provided for any sickness 
for which payment has been made that 
occurs after an interval of twelve months. 


The plan pays 100% room and board and 
100% of the necessary charges for hospital 
care and treatment. It pays 75% of special 
nurse expense in the hospital. You have 
a choice of three deductible amounts to keep 
your premiums within the range you pre- 
fer and premiums remain level and do not 
increase with age. 


PLAN NUMBER TWO 

Pays direct to you the covered expense of 
maintaining your practice should you be 
disabled. Such payments would begin with 
the fifteenth day of disability and continue 
for as long as one year. Even included are 
such expenses as employee salaries, rent, 
prorated laundry, contributions, fees, dues, 
accountant services, depreciation, etc. 


The premiums you pay under Plan No. 2 
are tax deductible. Both plans are under- 
written by American Casualty Company of 
Reading, Pennsylvania. Brochures have 
been mailed to all members of The Medical 
Society of Virginia. Please fill out your 
application and return it promptly. 

David A. Dyer, 

ADMINISTRATOR 


Medical Arts Building 
Roanoke, Virginia 
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case profile no. 2758" 


A middle-aged man had intermittent 
low back pain attributed to injuries re- 
ceived in an automobile accident three 
years ago. The pain radiated down both 
legs, making the patient walk bent over. 
He also had difficulty in getting out of 
bed and had to pull his knees up and 
roll out. Any heavy lifting precipitated 
a new attack, and he tired easily. 

Findings on x-ray of the thoracic 
and lumbar spine were negative. All 
other laboratory studies were within 
normal limits. A herniated disc, though 
still a possibility, was temporarily ruled 
out by the neurologic examination. Pre- 
vious treatment consisted of analgesics, 
steroids (without success), and nar- 
cotics during severe attacks. 

On a dosage of Trancopal, 100 mg. 
t.i.d., this patient is able to walk around 
almost normally and carry on his regu- 
lar activities as long as he does not 
overdo. He has received Trancopal for 
over seven months with excellent relief 
of symptoms. There have been no side 
effects. 


*Clinical Reports on file at the Department of 
Medical Research, Winthrop Laboratories. 
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THE FIRST TRUE TRANQUILAXANT 
® 


case profile no. 3347°* 


A 35-year-old housewife had a history 
of severe dysmenorrhea and premen- 
strual tension. Menarche occurred at the 
age of 14. She is a gravida 2, para 1. Her 
menstrual cycle is fairly regular, and 
previous medical history indicates no 
apparent abnormalities. Findings on 
pelvic examination were negative. Severe 
tension and irritability routinely oc- 
curred from two to seven days before 
and during menstruation. Cramping was 
experienced for all three days of the men- 
strual period. Analgesic preparations 
provided limited symptomatic relief. 

Trancopal, 200 mg. t.i.d., was 
prescribed for dysmenorrhea. It not 
only has relieved the severe cramping, 
but has provided a welcome relief 
from the irritability accompanying it. 
Because of these excellent results, Tran- 
copal also was prescribed for her tense- 
ness during the premenstrual period 
with a most gratifying response. 

This patient has successfully re- 
mained on the above regimen for over 
six months without adverse effects. 


Turn Page for Complete Listing of Indications and Dosage 
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New 
Strength 


Trancopa! (brand of chlormezanone) and Caplets, trademarks reg. U.S Pat. Off. Printed in U.S.A. 8-59 (1385 AM) 


Tr: FIRST TRUE onal 


potent muscle relaxant 


effective tranquilizer 


« In musculoskeletal disorders, effective in 91% of patients.! 
# In anxiety and tension states, effective in 88%, of patients.! 


= Low incidence of side effects (2.3% of patients). Blood 
pressure, pulse rate, respiration and digestive processes 
unaffected by therapeutic dosage. No effects on 
hematopoietic system or liver and kidney function, 

» No gastric irritation. Can be taken before meals. 


# No clouding of consciousness, no euphoria or depression. 


Indications: 

Musculoskeletal : Psychogenic: 

Low back pain (lumbago, etc.) Anxiety and tension states 
Neck pain (torticollis, etc.) Dysmenorrhea 
Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 
Osteoarthritis Angina pectoris 

Disc syndrome Alcoholism 

Fibrositis 

Ankle sprain, tennis elbow, etc. 

Myositis 


Postoperative muscle spasm 


Now available in two strengths: 


Trancopal Caplets®: 


100 mg. (peach colored, scored), bottles of 100. 


Trancopal Caplets: 


200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three 
or four times daily. Relief of symptoms occurs in fifteen 
to thirty minutes and lasts from four to six hours. 


e Study, Department of Medical Research, Winthrop Laboratories 


LABORATORIES 
New York 18, New York 
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Congratulations, chef . . . it’s just right! 


ood for you! : 


SIZZLING AND PERFECT! Now relax with your 
guests. Pour yourself a rewarding glass of beer. 
So good and satisfying . . . and it really picks 

you up, too. Beer goes so graciously, so naturally 
with a barbecue. And it’s such a nice compliment 
to your good taste. 


Beer Belongs —to the fun of living! 


United States Brewers Foundation 


CHARTERED 1862 


VotuME 86, SEPTEMBER, 1959 


Beer’s rich in wonderful, 
healthful things. Nature’s 
own choice barley malt, 
hops, minerals, and the 
purest water. Good whole- 
some beer or ale perks you 
up— won't let you down. 
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Pertinent information for doctors about 


KENT’S SUPER-POROUS 
MICROPORE PAPER 


With the intensive publicity being given 
to porous cigarette paper in recent weeks, 
Kent believes that doctors would be in- 
terested in knowing the scientific facts 
about the paper used in today’s Kent 
cigarettes. 


Kent’s exclusive super- 
porous Micropore paper 
lets cool air in, lets heat 
escape through micro- 
scopic pores in the paper. 
The increased oxygen in 
the tobacco cylinder 
brings about more com- 
plete combustion of the 
tobaceos. As a result, 
Kent smokers have been 
getting a cooler, cleaner, 
fresher taste in smoking. 
NEW 


When the advantages 
of Kent’s Micropore paper 
are coupled to Kent’s 
other superiorities, it is 
easy to understand why 
more people, during the 
past year,changed to Kent 


KIN. 


CIGARETTES 


than to any other cigarette in America. 


Kent smokers also enjoy a free and 
easy draw, which brings through the rich 
taste of Kent’s costly blend of 100% 
natural tobaccos. In addition, Kent’s ex- 
clusive Micronite Filter has made a sig- 

nificant contribution in 
thearea of filtration: Kent 
has reduced tars and nico- 
tine to the lowest level 
among all leading brands. 


The American smoking 
public was quick to re- 
spond to Kent. They dis- 
covered—it makes good 
sense to smoke Kent, and 
good smoking, too. 


If you would like for your 
own use the booklet, ‘The 
Story of Kent,” write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N.Y. 


S 


Micropore is a Trade Mark of 
P. Lorillard Co. 
© 1959, P. Lorillard Co. 


For the flavor you like KENT FILTERS BEST 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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now...a new way 
to relieve pain and stiffness 
in muscles and joints 


@ Exhibits unusual analgesic properties, 
different from those of any other drug 
@ Specific and superior for relief of somatic pain 
® Modifies central perception of pain 
without abolishing natural defense reflexes 
@ Relaxes abnormal tension of skeletal muscle 


3-propanedio! dica: bamate 


in back pain, bursitis, sprains, strains, and bruises, whiplash 
and other traumatic injuries, inflammatory and degenerative 
muscle and joint complaints. 

Many patients report they feel better and sleep better with 
Soma than with any previously used analgesic or relaxant drug. 
Soma often makes possible reduction or elimination of steroids, 
salicylates, sedatives and narcotics. 


RaPIO acTING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. 


NOTABLY SAFE. Toxicity is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have 
been reported. Some patients may become sleepy on higher 
than recommended dosage. 


easy TO use. Usual adult dose is one 350 mg. tablet 8 times 
daily and at bedtime. 


supp.ieo: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. Wy 
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whevever there is inflammation, swelling, pain 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 
the process is reversed. VARIDASE speeds up 
this normal process of recovery. 
By activating fibrinolytic factors VARIDAsE shortens 
the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 
local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while | 
the infection-limiting effect is retained. In acute 
cases, response is often dramatic. In chronic 
cases, VARIDASE Buccal Tablets can stimulate 
a successful response to primary therapy 
previously considered inadequate or failing. 


for routine use in injury and infection 
..new simple buccal route 


VaripasE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal Tablets 
should be given in conjunction with AcHRomMycIN® V 
Tetracycline with Citric Acid. 

Each VarwwasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 

2. Clinical report cited with permission 

(Gaerte) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York - 
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FORCE INJURY E VARICOSE | INFLAMMATORY 


... Swelling years duration rapidly spreading 
... Cleared resolved with rhus dermatitis 
by fifth day? 


VARIDASE’ healed within 


a week’ 


INFECTED 
in 3 days... back on his feet in CELLULITIS 
returned i ss in a week after normal routine 


to school... recurrent episode’ resumed after 4 days 
closure advanced' of VARIDASE' 
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Can antacid therapy 
be made more effective 
and more pleasant? 


MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE EN 1929 


Fach Creamalin Antacid Tablet contains $20 mg. specially processed, highly reactive, short poly 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 
3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 
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-CREAMALIN NEUTRALIZES MORE ACID FAST 


LIN NEUTRALIZES MORE ACID 
Quicker Relief Greater Relief Lasting Relief 


Acid neutralization with 10 leading antacid tablets* ; Duration of action at pH from 3 to 5° 
320 3 (per gram of active ingredients) ; (per gram of active ingredients) 
300} z tablets q 
i > fnew 
260 
GREAMALIN 
220 . tablets 
200 
180 
160 B te 
120 antacid 
one é tablets 
80 G 
60 
40 
20 
0 
10 20 30 40 50 


Tablets were powdered and suspended in distilied water in a constant temperature "Hinkel, E. T., Fisher, and Tainter, M. A new highty reactivealyminum hydroxide 
container (37°C) equipped with mechanicalistirrer and pH electrodes. Hydrochioric complex for gastric hyperacidity, To be published. 


acid was added as needed to maintain’ gH at 3.5. Volume of acid required was **oH stayed below 8, 
recorded at frequent intervals for ore hour, 


Do antacids have to taste 


like chalk? 


No chalky taste. New CreaMa.in tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


» NO ACID REBOUND « NO CONSTIPATION 
NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic uleer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis. 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


, Short poly; 
a hydroxide 


LABORATORIES + NEW YORE 18, NEW YORE 
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WHENEVER COUGH THERAPY IS INDICATED 


SYRUP 


THE COMPpIE 2d Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms * 
in 15-20 minutes e effective for 6 hours or longer 4 
promotes expectoration rarely constipates 
e@ agreeably cherry-flavored 
Each teaspoonful (5 cc.) contains: - 
Hycodan® 

Dihydrocodeinone Bitartrate . 5 mg. 4 
I (Warning: May be habit-forming) 6.5 mg. 4 
Homatropine 1.5 mg. 

Pyrilamine Maleate . . 
Ammonium Chloride . . . 60mg. 
Sodium Citrate. . . . ag 


Literature Supplied: As a pleasant-to-take syrup. May be habit- 
on request forming. Federal law permits oral prescription. 


ENDO LAS ee Richmond Hill 18, New York 
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Effective relief in rheumatic disorders 


prednisone-phenylbutazone Geigy 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'* Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


VoLUME 86, SEPTEMBER, 1959 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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PASSPORT 
TO 
TRANQUILITY 
(brand of hydroxyzine) 


New York i7, N.Y. 
Division, Chas. Pfizer & Co., Ine. 
Science for the World's Well-Being 


ae 
favorable State of Calm ang franquility kine 
No Serious Adverse Teaction ever 
; documented ~ five dosage forms | 
| sizes 
among trang Uilizers one 
Not a ora ™€Probamat Years, ne mg, tablet °r one tsp, 
j Syrup tid, > 6 Years, two 10 Ing, 
added tablets two tsp, Syrup tid. 
j &. ta ets, es o Tu » Dint 
These UNique benegit, In SPecific bottles Parentera) Solution, 10 = if 
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In the menopause... 
transition without tears 


Milprem promptly 
with lasting control of physical symptoms 


gens (equine) 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 
MILPREM-200, each coated old-rose tablet contains 200 mg. 
Miltown and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 


Literature and samples on request. 


relieves emotional distress 


In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 
patient continues on Milprem, the replacement of estrogens 
checks hot flushes and other physical symptoms. 


Easy dosage schedule: One Milprem tablet t.i.d. 
in 21-day courses with one-week rest periods; during the 
rest periods, Miltown alone can sustain the patient. 


QF WALLACE LABORATORIES, New Brunswick, N. J. 
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nauseated or vomiting patients 


respond quickly and routinely to 


perphenazine 


MUCH MORE ACTIVE ANTIEMETIC effect per milligram 
dosage than with other phenothiazines 


MINUS the danger of significant hypotensive reaction 
PLUS maintenance of alertness and regular activity 
MINUS pain or irritation on deep IM injection 


PLUS convenient administration with one of 5 dosage forms 
(TRILAFON Injection, Suppositories, Syrup, REPETABS,® Tablets) 


PROVED CONTROL OF VOMITING OR NAUSEA 
ASSOCIATED WITH 

INFECTION 

(e.g., gastroenteritis, pyelitis) 

DRUG THERAPY 

(e.g., digitalis, nitrogen mustard, aminophylline) 


TOXICOSIS 
(e.g., uremia, diabetic acidosis, leukemia, 


carcinomatosis) 
MORNING SICKNESS 
HYPEREMESIS GRAVIDARUM 

MENIERE’S SYNDROME 


RADIATION SICKNESS 
PSYCHOGENIC PHENOMENA 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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Lifts the 
burden of 
depression... 
opens the way 
for a sunnier 
ouriook 


“TRADEMARK FOR BRARD OF 


New areas-of therapy - - 


NIAMID is Clinically effective in a broad range of 
depr.ssive states, including: . involutional melan- 
cholia, senile depression, postpartum depression 
reactive depression, the depressive Stage of manic. | 
depressive disease, and schizephrenic depressive 
Peaction. 


A wide variety of psychoneurotic depressions seen 
in general practice also respond effectively to 
NIAMID. Depression associated with the menopause 
and with postoperative states, and depression ac- 
companying ¢hrenic or incurable diseases such as 
gastrointestinal @nd cardiovascular disorders, ar. 
thritis, and inoperable cancer, can now be treated 
successfully with NIAMID, 


NIAMID is also strikingly effective for Many com- 
plaints, mild or severe, vague or well defined, when 
due to masked depression rather than to organic 
disease. This masked depression may take the form 
of guilt feelings, erying spells or sadness, difficulty 
in concentration, loss of energy or drive, insomnia, 
emotional fatigue, feelings of hopelessness or he! p- 
lessness, loss of interest in normal activity, listless- 
ness, apprehension or agitation, and loss of appetite 
and weight. 
While tcranquiligers have had some measure of 
- tiveness in Signy of these areas, NIAMID now 
‘ves the practicing physician a new, safe drug for 
® specific treatment of depression without the 
‘isk of increasing the depressive symptoms. 


New safety 


NIAMID, in extensive clinical trials, has not been 


te Peas the hepatotoxic reactions observed 
first of monoamine oxidase inhibitors. 
ons Rave net been seen with NIAMID. 


nd chronic toxicity studies show this dis- 


eile f eedom from toxicity. Moreover, during 


the extensive clinical trials of NIAMID by a large 
number of investigators, not only has no liver dam- 
age been reported, but only in a very few isolated 


_ instances have hypotensive effects been seen. 


2 Of toxicity may be the result of the 

oxamide group in the NIAMID molecule. 

str: ré May explain why NIAMID is excreted 
argely unchanged in the urine, with only insignifi- 
cant quantities of potentially free hydrazine being 
formed. Previously, where monoamine oxidase 
inhibitor had been associated with heputic toxicity, 
there was some evidence that substantial quantities 


e _ Of free hydrazine were formed in the body. 


ackground of NIAMID 


_ & .ajor advanes im the treatment of mental de- 


ession came with a newer understanding of the 
influence of brain serotonin and norepinephrine on 
the mood. Levels of both these neuro-hormones are 
decreased in animals under experimental condi 
tions analogous #6 depression: relief of these inode! 
depressions is seen with a rise in the levels of both 
serotonin and: norepinephrine. 


A second advarice e€ame with the development of 
moncamine Oxidase inhibitors, substances which 
‘raise the cerebral level of both serotonin and nor. 
epinephrine. The first of the amine oxidase inhibi- 
tors raised the ¢erébral level of serotonin, but did 
not appear to raise that of norepinephrine level: 
proportionately, 


Pfizer Science for the world’s well-being ™ 


PFIZER LABORATORIES 
Division, Chas, Pfiser & Co., Inc., Brooklyn 6, N. ¥. 
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Attention at Pfizer Research was then directed to 
a new drug that would overcome this disadvantage. 
IAMID significantly raisgg’the cerebral ieve! of 


oth serotonin and nerepimephrine under experi- 
ental conditions. 


The dramatic discovery of NIAMID now makes 
vailable an extremely effective, safe antidepres- 
nt for the successful treatment of a full range : 


depressive states, 


-recautions 


Side effects are most often miner and mild mani- ? 
stations of central nervous system stimulation, 
modifiable by reduction im degage; these may take 
he form of restlessne “33, insomnia, headache, weak- 


ness, vertigo, dry mouth, @nd perspiration. Care wm 

should be t taken when NIAMID is used with chloro- 

thiagide compounds, sinée hypotens:ve effects have 
een noted in some patients receiving combined 


-herapy—even though hypotension has ‘rarely been 

: oted with NIAMID alone. There has been no evi- 

dence of liver damage in patients on NIAMID; how- 

ver, in patients who have any history of liver 

disease, the possibility of hepatic reactions should. 
e kept in mind. 


, Dosage and Administration : 


Start with 75 mg. daily ip single or divided doses, 
ter a week or more, rewsse the daily dosage wp- 

ward or downward, donending upon the response 

nd tolerance,in steps. of-one or one-half 25 mg. 

blet. Once satisfactory has been attain 

ne dosage of NIAMID may De reduced gradually to 


i 


maintenanve level. 
e therapeutic action @f NIAMID is gradual, not 
nmmediate. Many patiepts Yespond within a few 


lays, others satis factorily in 7 to 14 days. Some 
tients, particularly ehromically depressed or re- 
ssed psychotics, may need substantially higher : 
osages (as much as 200 mg. daily has been used) oH 


nd prolonged administration before responses are 
hieved, 
AMID is available in: 25 mg., pink, scored tablets # 


bottle 2s of 100; and 100 mg., orange, scored tablets 
bottles of 100. 


References 
smplete bibliography and Professional Informa-~- 
on Booklet are available on request, 
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What your Patients can Expect from 
PEOPLES DRUG STORES 


Prescription Departments— 


@ Complete, up-to-date stock of the most mod- 
ern drugs, as well as all the older drugs now 
being prescribed. 


@ Only fresh, high-quality drugs are used in 
filling their prescriptions. 


@ = Every prescription is checked, not once, but 
twice, to assure the utmost in accuracy and 
safety. 


@ =i They can rest assured that their prescription 
is filled exactly as the physician prescribes. 


@ = They always pay a fair price for prescrip- 

tions at Peoples, because of the unique price 
schedule in use in all of our stores. .Volume buying, 
plus this up-to-the-minute price schedule, often enable 
us to pass along substantial savings to your patients. 


RICHMOND, G > 


Boulevard and Broad Streets 
EL 9-2497 
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Napoleon exhibited ulcer symptoms through most of 
his adult life, yet he scorned medication for his ever- 
lasting “spasms of nervous origin.” He ignored his 
infirmities with violent naiveté despite an intense in- 
terest in medical science. Thus, the classic hand-in- 
coat pose may have been the result of his paroxysms 
of gastric pain that sliced “like the stab of a penknife.” 


When your patient is besieged with an ulcer, 
Robins provides you with an armamentarium 
sufficient to repel it. 


frontal assault —If your tactics dictate Local 
Action, try ROBALATE,® which is dihydroxy 
aluminum aminoacetate (0.5 Gm. per tablet or 
5 e¢.), an antacid of definitely superior efficacy. 


encirclement — If you prefer to approach the 


linergic-antispasmodic-sedative with the time- 
tested natural belladonna alkaloids and pheno- 
barbital, a veteran campaigner without peer. 
FORMULA: hyoscyamine sulfate, 0.1037 mg.; 
atropine sulfate, 0.0194 mg.; hyoscine hydro- 
bromide, 0.0065 mg.; and phenobarbital (14 
gr.), 16.2 mg. 


multi-pronged attack —If you relish the 
strategy of combining antacid and antispasmod- 
ic-anticholinergic effects, use DONNALATE ® 
It combines one-half of a DONNATAL tablet 
with one ROBALATE, ideal allies for compre- 
hensive ulcer therapy. 


Victory will be yours. 
A. H. ROBINS CoO., INC. «e RICHMOND, VA. 


ulcer Systemically, prescribe ® "Robin ie 
Rpbins/ 
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new hope for fetal salvage 


The results of administering Delalutin 
before the 12th week of gestation to 82 
women with habitual abortion were reported 
recently by Reifenstein! in a compilation of 
data supplied by 45 investigators. Every 
patient had experienced at least three con- 
secutive abortions immediately preceding 
the treated pregnancy. More than 68% of 
these women were delivered successfully and 
uneventfully following Delalutin therapy. 
Boschann,? in a study of pregnancies with 
threatened abortion, found that: 
37% of 73 pregnancies were carried to 
term without progestational therapy 
64% of 42 pregnancies were salvaged 
by progesterone 
83% of 73 pregnancies were salvaged 
by Delalutin 
Eichner,? found that in Delalutin-treated 
women, fetal salvage of infants below term 


weight (1000 to 2000 gm.) was significantly 
improved. 108 (76%) of 142 babies of this 
birth weight survived without mothers receiv- 
ing progestational therapy, while 16 (100%) 
of 16 babies of this birth weight survived with 
mothers receiving Delalutin therapy. A com- 
parison study was made of a group of 
repeated aborters treated with Delalutin, 
and a group with a similar history treated 
with bed rest and sedation.‘ Pregnancy 
salvage with Delalutin was twice that of the 
control group. Delalutin was found to be 
“highly active”, well-tolerated and long- 
acting. 

According to Tyler and Olson,® “These 
qualities of prolonged action and relative 
freedom from local reactions make 
[Delalutin] a generally more desirable 
therapeutic agent for intramuscular use 
than progesterone ....” 


DELALUTIN BABIES WHOSE MOTHERS WERE HABITUAL ABORTERS 


Mary Ann Cribben 
Garden City, N. ¥. 


Amy Sue Greenman 
Lincolnwood, lil. 


William Peller 
Skokie, Ill. 


Randy Sinis 
Denver, Colo. 


Scott Knudsen 
Norwich, Ve. 


Richard Miller 
Denver, Colo. 


References: 1. Reifenstein, E. C. Jr.: Annals N. Y. Acad. Sc. 71:762 (July 30) 1958. 2. Boschann, 
H-W..: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, | 
A. P.: Am. J. Obst. & Gynec. 76:279, 1958. 5. Tyler, E. T., and Olson, H. J.:J.A.M.A. 169 :1843, 1959, 
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SQUIBB HYDROPROCESTERONE CAPROATE 


cantly DELALUTIN offers these advantages over other progestational agents: 
of this 


eiv- ‘ 

we ) more effective in producing and maintaining a completely matured 
%o secretory endometrium 

d with 


oe no androgenic effect 

eof more concentrated solution requiring injection of less vehicle 
ajutin, unusually well-tolerated, even in large doses 

reated fewer injections required 

mancy low viscosity makes administration easier 


of the DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
to be pains; amenorrhea, primary and secondary; dysfunctional uterine bleeding not associated 
| long- with genital malignancy; infertility with inadequate corpus luteum function; productien of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
“These dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis. 
-elative 
make 
sirable 
ar use 


long-acting sustained therapy 


Administration and dosage: Supply: 
Because of its low viscosity, Delalutin may be admin- Delalutin is available in vials of 2 and 10 ce., 
istered with a small gauge needle (deep intragluteal each containing 125 mg. of hydroxyproges- 
injection). Complete information on administration terone caproate in sesame oil, and benzyl 
and dosage is supplied in the package insert. benzoate. 


.BORTERS Each of these healthy, normal babies was born by a mother with a documented previous history 
of true habitual abortion, who was treated during her most recent pregnancy with DELALUTIN. 


Kenneth Michael Simonson 
Denver, Colo. 


Rosanne Guberman 


Elmont, L.1., N.Y. 
Nina Rutkowski 


Roselle, Ill. 


Kneis i Joanne Verderosa J. Gettemy Karen Mary Nederman Daniel A, Fabrizio, Jr. 
ich, Ve. Seaford, N.Y. Hartford, Conn. East Williston, N.Y. No. Massapequa, L.l., N.Y. 


Squibb Quality—the Priceless Ingredient 


1S A SQUIBB TRADEMARK, 
squisa) 


SQuisB 
ch, 
59. 


For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. . . 


: . Combines the anti- 
inflammatory effect . 
of hydrocortisone with 

: the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


Each gram contains: Noomypein: 5 mg. 


‘Aerosporin’™® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone .............-- (1%) 10 mg. 
Zine 400 Units in a special petrolatum base. 


Provides comprehensive 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
“Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin .......... plaka wis 400 Units 
Neomycin Sulfate .........-.-eee0- 5 mg. in a special petrolatum base. 


Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 
‘Aerosporin’® brand Zinc Bacitracin ......... 
Polymyxin B Sulfate ........... 10,000 Units _in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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CLINICALLY 
PROVEN... 


POTENT...SAFE... 


WITHOUT iimitations and discomforts of usual salicylate therapy 


ARTHROPAN 


“Our most striking case was that of a 55 year old white male with rheumatoid arthritis, 
steroid intoxication, duodenal ulcer, taking 40 mg. triamcinalone/day. He is now on Choline 
Salicylate [Arthropan] alone and has returned to work.”! 


“In a group of patients who habitually develop gastric distress to moderate dosages of 
aspirin...all tolerated the new preparation [Arthropan] exceedingly well...”2 

“Patients who had been taking steroid preparations before using Choline Salicylate 
[Arthropan]| were able to reduce the doses (of steroid) and in some instances to discontinue 
it entirely.”° 

“In no instances did gastrointestinal symptoms preclude administration of Choline Salicylate 
[Arthropan].”4 

These reports have emanated from extensive clinical trials> in thousands of patients by more 
than 180 physicians. 

RECOMMENDED DOSAGE: (Adults and children over 12 years) As an anti-inflammatory agent in rheumatoid 
arthritis and rheumatic fever: 1-2 teaspoonfuls, 4 times daily at onset of therapy. As an analgesic or anti- 
pyretic: 1 to 2 teaspoonfuls, 3 to 4 times daily. 

NOTE: Unless satisfactory relief is obtained, it is advisable gradually to increase dosage by increments of 
1 teaspoonful per day until maximum benefit, without side effects, is attained. In every case the dosage 
should be adjusted upwards or downwards to assure full therapeutic activity up to the limit of the patient’s 
tolerance (in the absence of gastrointestinal distress or early salicylism). 


Because of the special chemical structure of ‘Arthropan’, alkalies or other buffering substances are not 
required to protect the stomach wall and should not be administered with ‘Arthropan’. 

SUPPLIED: 16 and 8 oz. bottles. Each ml. of ‘Arthropan’ contains 174 mg. of Choline Salicylate. Each tea- 
spoonful (5 ml.) contains 870 mg. 

CITED REFERENCES: 1. Clark, G. M.: Personal Communication, 1958. 2. Feldman, H. A.: Personal Communication, 1958. 


3. Scully, FE J.: Treatment of Rheumatic Disorders with Choline Salicylate (to be submitted for publication). 4. Friedland, 
C. K.: Personal Communication, 1958. 5. Complete data available on request to the Medical Direct 
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nowhe oral route to ringworm control 


penetration— first fungistatic agent to permeate 
keratin from the inside—oral FuLvicin is depos- 


ited into dermis, hair and nails—acts to check 
invading fungi until new, healthy tissue grows out. 


effectiveness'“_F uLvic1n clears tineas of scalp, 
body and feet often in 2 to 3 weeks...nails (onycho- 
mycosis) usually clear in 3 to 4 months, regardless 
of previous duration or resistance... promotes 
rapid relief of itching... prompt loss of hyperkera- 
tosis... rapid fungistasis in infected hair and nails. 


safety’*_very low toxicity in therapeutic doses... 
the few side effects reported (e.g., gastric discom- 
fort, diarrhea and headache) are mild and self- 


Rapid clearing of tinea capitis, tinea bar- 
bae, tinea corporis, tinea cruris, tinea pedis 


and onychomycosis caused by Microspo- 
rum, Trichophyton and Epidermophyton 
organisms. 


rst orally effective antifungal antibiotic 


against ringworm 


Packaging: Futvictn is supplied as 250 mg. scored tab- 
lets, bottles of 30. 


Bibliography: (1) Riehl, G.: Griseofulvin: An Orally 
Active Antibiotic, presented at Austrian Dermat. Soc. 
Meet., Vienna, Nov. 27, 1958. (2) Williams, D. I.; Marten, 
R. H., and Sarkany, I.: Lancet 2:1212, 1958. (3) Blank, H., 
and Roth, E J., Jr.: A.M.A. Arch, Dermat. 79:259, 1959, 
(4) Goldfarb, N., and Rosenthal, S. A.: Current M. Digest 
26:67, 1959. (5) Reiss, E: Medical Circle Bulletin 6:9, 
1959. (6) Robinson, H. M., Jr.; Robinson, R. C. V.; Bere- 
ston, E. S.; Manchey, L. L., and Bell, E K.: Griseofulvin, 
Clinical and Experimental Studies, presented at Am. Der- 
mat. Assoc. Meet., Atlantic City, N. J., June 3, 1959. 
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DARVON® COMPOUND potent - safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone 
and in combination, has been substantiated by more than 100 investigators in the 
treatment of over 6,300 patients in pain. A consolidation of these reports shows that 
5,663 (89.8 percent) experienced “‘effective analgesia.”’ 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon 
with the antipyretic and anti-inflammatory benefits of A.S.A.®° Compound (acetyl- 
salicylic acid and acetophenetidin compound, Lilly). When inflammation is present, 
Darvon Compound reduces discomfort to a greater extent than does either analgesic 
given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 

Also available: Darvon, in 32 and 65-mg. Pulvules. 

Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) 
every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Guest Editorial... . 


Our Challenge for Tomorrow 


HERE SEEMS TO EXIST a strange paradox in medicine. The faster medicine 
advances scientifically, the faster the feeling of friendship between the physician 


and his patients deteriorate from the beloved image of the country doctor. 


Out of this erosion there is developing—it seems to me—a public attitude which 
under political and economic pressures can be dangerous for our profession even if 


we as individuals were so unconcerned as not to care what others think of us. 


In the end, it is not whether we as doctors are at fault, or whether the blame can 


be laid at the doorsteps of modern life, breeding deep-seated uneasiness, that is reflected 
in the public’s mood. 


Whatever the cause may be, I am afraid too many patients today look upon their 
doctor as they do the manager of the neighborhood supermarket—that they seek med- 
ical service in the same frame of mind they buy a suit of clothes, a new automobile or 
a refrigerator. 


You and I know more patients than we like to admit, who feel that doctors’ fees 
are too high. Out of this feeling is emerging the public image of all doctors as men 
of wealth—men who become doctors, not to serve humanity, but because of the eco- 
nomic opportunities it offers. 


According to a national survey reported in The Public Pulse, more parents would 
like for their sons to take up medicine as a career than any other profession or business 
—as reported in order of preference, medicine 27%, business 24%, science 22%, teach- 
ing 8%, law 8%, politics 2% and those with no opinion 9%. 


There were nearly thirty thousand young men enrolled in medical schools in the 
United States last year. If we could search their hearts, I wonder how many we would 
find turned to medicine for what they could give—not in hope of what they could get. 


You know and I know that the attitude of some of our younger physicians, unhap- 


pily, indicates too much concern for the latter objective. 
The public’s image of us can be a cancerous thing. 


We must do what we can—each in his own way—to improve the public’s attitude 
toward the medical profession. The erosion is not all our fault and, unhappily, there 
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is no undisputable way to make the American people collectively think highly of our 
profession. 

This brings me to the thought I have—which is by no means a new thought. 

The threat of socialized medicine is with us always. 

I hope, as I know you do, that it still will be only a threat to those who follow us in 
medicine—not a reality of their practice. 


The medical profession is not an island unto itself. Doctors alone—because numer- 
ically we are weak—cannot hold back the tides of public opinion. 


Also, we as doctors are not immune to the economic laws of the market place. The 
same economic laws based on the public’s willingness—or financial ability to pay— 
apply to us just as they do to the corner groceryman. 


What I want to say—and say in all sincerity—is that today, I believe the principle 
of voluntary medical and hospital insurance stands between us as a profession and the 
realities of socialized medicine in the United States with its accompanying evils. 


You and I know that group hospital insurance was conceived originally as a plan 
to provide medical care for families in the low and medium income groups. 


Today this idea, which some in our profession feared as the opening wedge for 
socialized medicine is providing protection, or at least partial protection, for an esti- 
mated 125 million Americans. Payments to doctors and hospitals last year from these 
insurance funds neared the 4 billion dollar mark. 


I ask you—could doctors and hospitals have collected all of this money without some 
of the harassments that breed ill will and sow the seeds that can reap socialized medi- 
cine? 

The danger that lies ahead for us is that the very segment of our people that group 
hospitalization was designed to protect, is being squeezed out by the rising cost of 
premiums. It is in this group that advocates of socialized medicine find a sympathetic 


audience. If rising premium costs squeeze out the lower middle income group, the 
medical profession is in real danger. : 


Medical costs—like the cost of material things of the market place—cannot be con- 


trolled alone by the medical profession any more than the corner groceryman alone can 
control the price of eggs. 


But, I believe, there is one thing we can do. We can—and we must—do everything 
we can to protect the principle of voluntary health insurance. 


We must not tolerate chiseling—either by patients or by the few within our profes- 
sion who are looking for a fast dollar. We must do everything we can to help keep 
down the nation’s total bill for medical care and hospitalization. 


Let us not put a patient in the hospital unless it is necessary—something that I am 
sure only a few, and a very few, among us would do. Likewise there is no room in 
this critical situation for doctors who perform unnecessary services just because the 
patient has insurance. They are our enemy within. 


Chiselers, be they patients or doctors, while small in number, can be the weak links 
in the chain that stands between us and socialized medicine. 
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Much has been said and written about the days of the so-called “country doctor” 
and his virtues. 


Certainly we, as practitioners, no less than the public revere the devotion to medicine 


that he symbolizes in the patient’s eye. Nor do we discount his contribution to 
medicine. 


But this is the 20th century—the last half, I might add. And in this age of hospitals 
in nearly every community, quick transportation, and the techniques of modern medi- 
cine, there is seldom the need for the night-long vigils by the bedside which endeared 
the “country doctor” to those he served. 


Nor do we believe patients today want or expect this type of care. Quick results, like 
the automatic service of the market place, is the demand of our times. 


Unquestionably what the public calls “wonder drugs” and modern medicai practice 
have been a major factor in robbing us of the patient-doctor relationships nourished in 
the long familiarities of the family doctor. 


- But they have not necessarily robbed us of the warmth and understanding that 
endeared the family doctor to those he served. They are still within us—to give if we 
will. 


A patient is not dependent on us, we are dependent on him. Therefore, he deserves 
the most courteous care which we are capable of giving him.-He is the person who 
makes it possible for us to earn a living. In some offices and clinics, the indifferent 
attitude toward the patient would certainly help to make us realize how little we are 


doing to improve the feeling that exists between the doctor and patient—tomorrow may 
be too late. 


While we, as practitioners of a specialty, cannot be the old-time family doctor—even 
if the clock were rolled back—we, in the time we are treating a patient, can be as 
interested in him as an individual as we are in his ailment. 


In this important way, we can make a contribution toward the preservation of 
medical practice—the time honored patient-doctor relationship as we know it today and 
want it tomorrow. 


In the final analysis, whether America unhappily turns to socalized medicine, 
depends on what the American people collectively think of the medical profession. And 
what the American people think of our profession is what they think of their doctor. 
The medical profession’s battle against the continuous threat of socialized medicine 
will not be won on Madison Avenue with advertising, because advertising will not sell 
a product the American people do not want. 
It will not be won by our representatives in Washington. 


It will be won in our offices—yours and mine. 


If America next year—the year after, or ever—accepts the false hope of socialized 
medicine, the shame will be ours. We will have failed because it was we who held in 


our hands the ways and means of preventing government administered medicine. 


CaLvIN T. Burton, M.D. 
30% Franklin Road 


Roanoke, Virginia 
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Clinical and Community Implications of 
Chronic Illness in the Aging Process 


CAME by my interest in the problem of the aging 

almost by accident. As an infant I was trans- 
ferred to St. Petersburg, Florida, the recognized 
geriatric capital of the United States. During my 
youth I was privileged to observe thousands of re- 
tired senior citizens in a setting geared to pleasant 
passing of time not of the dynamic variety but more 
of the passive type. Here, in an ideal climate old 
folks, most of whom had at least subsistent funds, 
came to spend their declining years, trying to make 
themselves happy by enjoying the sun, the ample 
recreational facilities of a city equipped to their 
special needs and the companionship of their peers. 
Many adapted themselves to this environment very 
happily. For others, this type of living seemed 
but stagnation, indolence, and boredom. The level 
at which one lives in his youth and middle age 
determines the level at which the declining years 
can bring satisfaction. In age one becomes more 
and more like he or she always was perhaps at even 
an acceleraied rate as he or she becomes older. 

This truth is so well illustrated in Plato’s Re- 
public which I think is worth quoting at this point. 

“There is nothing which for my part I like 
better, Cephalus, than conversing with aged men; 
for I regard them as travelers who have gone a 
journey which I too may have to go, and of whom 
I ought to inquire, whether the way is smooth 
and easy, or rugged and difficult. And this is 
a question which I should like to ask of you who 
have arrived at that time which the poets call the 
‘threshold of old age’—Is life harder towards the 
end, or what report do you give of it? 

“T will tell you, Socrates, he said, what my 
own feeling is. Men of my age flock together; 
we are birds of a feather, as the old proverb says; 
and at our meetings the tale of my acquaintance 
commonly is—I can not eat, I can not drink; 
the pleasures of youth and love are fled away; 
there was a good time once, but now that is gone, 
and life is no longer life. Some complain of 
the slights that are put upon them by relations, 
and they will tell you sadly of how many evils 
their old age is the cause. But to me, Socrates, 
these complainers seem to blame that which is 


Read at the Virginia Public Health Conference Roanoke, 
May 7, 1959. 
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JOHN P. LYNCH, M.D. 
Richmond, Virginia 


not really in fault. For if old age were the cause, 

I too being old, and every other old man, would 

have felt as they do. But this is not my own 

experience, nor that of others whom I have known. 

How well I remember the aged poet, Sophocles, 

when in answer to the question, How does love 

suit with age, Sophocles,—are you still the man 

you were? Peace, he replied; most gladly have I 

escaped the thing of which you speak; I feel 

as if I had escaped from a mad and furious 

_master. His words have often occurred to my 

‘ mind since, and they seem as good to me now as 

at the time when he uttered them. For certainly 
old age has a great sense of calm and freedom; 
when the passions relax their hold, then, as Sop- 
hocles says, we are freed from the grasp not of 
one mad master only, but of many. The truth is, 
Socrates, that these regrets, and also the com- 
plaints about relations, are to be attributed to the 
same cause, which is not old age, but men’s 
characters and tempers for he who is of a calm 
and happy nature will hardly feel the pressure 
of age, but to him who is of an opposite disposi- 
tion youth and age are equally a burden.” 

Although old age and chronic disease are not 
synonymous, research in the aging process has dis- 
closed much that is helpful in the attack on chronic 
disease and vice versa. 

I like to think of life’s training course as divided 
into the four phases commonly employed in the 
training of a soldier. First is enlistment which might 
be compared to conception. Here forces beyond the 
control of the individual to be born suddenly, and 
without his consent or knowledge, bring him into the 
army of the living. Secondly, comes boot training 
which, in life, is the period of infancy and childhood. 
Here, the individual is processed both physically 
and mentally for further training. It is in this field 
of life’s preparation that the public health officer, 
and the pediatrician have made outstanding contri- 
bution to lengthening the life span. The child is 
given inoculations for diphtheria, whooping cough, 
tetanus, typhoid, poliomyelitis, and he can be pro- 


~ tected from many other infectious diseases by proper 


sanitation, protection of milk supply, water sources 
and food supplies. To you in public health we owe 
these constant silent safeguards. To the public this 
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role may not seem particularly glamorous but with- 
out these safeguards many of us would not be alive 
today to worry about longevity or chronic disease. 


The third phase of a soldier’s training is more 
advanced. He is placed in battle training with live 
ammunition whizzing over his head. This I like to 
think of in life as the great infectious disease bar- 
rier. In 1900 the leading causes of death in the 
United States were tuberculosis, pneumonia, diar- 
rhea and enteritis, and heart disease. Today heart 
disease, cancer, accidents and violence, and cerebral 
hemorrhage make up the four greatest causes of 
death. We have virtually eliminated the infectious 
disease barrier in our own life’s course of training. 
We have learned how to protect ourselves from their 
live bullets. Thus the most of our life’s soldiers 
emerge from this barrier for the most part unscathed. 
It is true that this barrier of infectious disease still 
kills and we must ever be alert to new type of am- 
munition used against us on this course. I refer 
to the most recently dangerous one, that is, the 
staphylococcus. With few exceptions such as rheu- 
matic fever and syphilis no drastic long-term injury 
results from this barrier. 

The fourth phase of our life’s training course is 
the one that we are particularly interested in today. 
This I choose to call the chronic disease barrier. 
This is the soldier’s real battle experience. This 
course is tricky because it not only kills but worst 
of all maims without killing and may cause the 
poor afflicted soldier to wallow in the mire of phys- 
ical and mental inadequacy for the rest of his ex- 
istence. He may not only suffer himself but his 
incapacity may bring grief and sorrow to all his 
family, and expense to the society in which he 
was enlisted in the first place. This is the barrier 
which confronts us today. Will we be as successful 
in overcoming this barrier as we were in infectious 
disease barrier? I think we may, at least in a par- 
tial degree, but I am sure you will agree with me 
that the technique must be entirely different. We 
must learn more about the physiology of normal 
tissue metabolism, about the biology of senescence, 
about attitudes instead of dollars. 


Just what do we mean when we talk about chronic 
disease? We usually refer to the circulatory dis- 
orders whether they be of heart, head or kidney, to 
metabolic disorders such as diabetes, anemia, gout, 
prostatic disease and cataracts, malignant tumors, 
the arthritides and nutritional disease such as pel- 
lagra and other avitaminoses. 


The number of people becoming chronically ill 
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at various ages is an interesting commentary on the 
growth of this problem. At age thirty, six out of 
every thousand people are chronically ill, or in- 
valided. At age forty, ten; at age fifty, fifteen; age 
sixty, twenty-eight; and at age seventy, fifty persons 
per thousand are chronically ill or invalided. In 
1901, 53 per cent of all deaths were due to chronic 
illness. By 1945, 82 per cent of all deaths were due 
to chronic disease. 

The per capita requirement for hospital care for 
persons sixty-five years of age or older is four times 
as much as those under sixty-five. At present 8.4 
per cent of the population requires 26.5 per cent 
of the total hospital facilities and by 1970 it is 
predicted that 11.3 per cent of the population will 
be sixty-five years of age or older and will require 
34 per cent of the total hospital facilities. Stating 
the problem in a different way, we find that in 1940 
26.5 per cent of the population, that was the per- 
centage over forty-five years of age, required 50 per 
cent of all hospital care. By 1980 it is predicted that 
50 per cent, or almost twice as many people will be 
forty-five years of age or older. 

Estimates for 1954 by the United States Public 
Health Service indicated that there are 14,500,000 
from 14 to 65 years of age with some chronic disease 
or impairment. Of these about 3,200,000 are totally 
disabled. The other 11,300,000 are non-disabled 
persons who are, however, somewhat handicapped 
for various activities but who are capable of re- 
habilitation. 


Of those sixty-five years of age and older 47 per 
cent have a chronic disease or impairment; 10 per 
cent are permanently unable to work; 3 per cent are 
institutionalized; 22 per cent are in the labor force 
including unemployed as well as employed. 

I shall resist the temptation to cite more statistics 
as you all are more familiar with them than any 
other physicians. 

Now what clinical progress have we made in deal- 
ing with chronic disease in the last fifty years which 
has marked the geometric progression of the geriat- 
ric problem? Medically the antibiotics, diuretics, 
diet, hormones and steroids have vastly improved 
our ability to ameliorate, if not control, certain 
chronic diseases. There comes to mind subacute 
bacterial endocarditis which used to be a chronic 
and finally fatal disease. The antibiotics have also 
improved the tolerance of those afflicted with chronic 
disease to sudden invasion of acute infections. The 
hormones have improved the tolerance to osteoporosis, 
certain secondary manifestations of carcinoma such 
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as metastatic lesions of breast cancer, and even some 
primary tumors such as prostatic malignancy. The 
ravages of the collagen diseases have been assuaged 
to some extent though cure remains out of reach. The 
newer diuretics have offered much relief to the pa- 
tient with the chronically failing heart. The rela- 
tionship of obesity to circulatory disease has been 
well established and our research colleagues are 
gaining on the more exact relationship between 
metabolism, diet, and atherosclerosis. 

The steroids when properly used have improved 
the lot of many arthritics and the knowledge of 
metabolism thus gained has pointed to other im- 
portant areas of research. 

We have recently witnessed a break-through in 
knowledge of several orally administered insulin- 
like drugs, Orinase, Diabinese and D.B.I. 

These are but a few of many important advances 
that have been made in clinical medicine. Some of 
the great unsolved problems in clinical medicine are 
the peptic ulcer problem, hypertension, arthritis, and, 
of course, arteriosclerosis and cancer. 

Surgically the record has been equally brilliant. 
Orthopedic surgery has revolutionized the ambu- 
latory status of the fractured hip, back and leg. 
Neurosurgery has relieved the disabling pain of 
the ruptured disc, tic douloureaux, and chemopal- 
lidectomy promises relief to some afflicted with 
Parkinson disease. The abdominal surgeon can re- 
move much offending pathology, reconstruct others, 
and actually transplant whole organs with certain 
weighty restriction. Vascular surgery is equally 
miraculous and intracardiac surgery for congenital 
and acquired valvular and septal defects borders 
on the sublime. 

Cataracts can be successfully removed at any age, 
electrolyte studies and control make age no contrain- 
dication to hernia repair, appendectomy, or even 
gastric resection. The fenestration and mobilization 
operations have restored hearing to many. Transure- 
thral prostatic resections have added years to life 
for many an old man, 

Yes, we have come a long way since 1900, but in 
coming we have upset certain balances of nature 
which are always upset when we make progress in 
any field of human endeavor and nature has a way 
of letting us know about it both individually and 
as a group. 

Some wit has written, “Growing old isn’t so bad 
when you consider the alternative.” But, I am sure 
you will agree with me, as with many wits, he was 
only about half right. If growing old means literally 
growing in years, experience and in maturity, to be 
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sure, that is desirable. If, however, growing old 
brings with it loss of hearing, loss of sight, loss of 
teeth, loss of bladder control, loss of one’s ability 
to remain independent financially, loss of a feeling 
of responsibility, loss of a sense of being useful or 
needed, then early death is preferable. 

This was so well illustrated for me about five 
years ago when I attended a lady of seventy-six years 
who had developed pneumonia. Upon acquainting 
her with the diagnosis, she queried, “Well, doctor, 
I am going to die, am I not?” “No,” I replied, 
much to her obvious disappointment, “you ought to 
be entirely well in about a week’s time thanks to 
our so-called wonder drugs.” She did not believe 
me either, thinking I was giving her professional 
reassurance, but in spite of her attitude she made 
a grudging recovery in the announced time. She is 
still living today but not happily, I am sorry to say, 
because she has been relegated to a nursing home 
in another city where she is constantly annoyed by 
the eccentricities of other old and more decrepit 
senior citizens. I had done a good job physically 
in helping her to recover from pneumonia but there 
was not enough mental and physical health left for 
her to enjoy life. Her mental attitude, which has 
always bordered on the cantankerous, has become 
worse, her eyesight which had begun to fail has 
grown dimmer, and a long-standing diverticulosis 
has continued to harass her. Did I help her by 
stemming the infiltration of microbes which would 
have removed her from her veil of tears? Did I 
bring good into her home, which I entered as a 
physician according to the Hippocratic oath, or did 
I but transfer her from her acute assailant to a 
worse one who would slowly torture her to her grave ? 

These questions Hipprocrates, Harvey, Lister, and 
even Osler did not have to answer but circumstances 
created by them, together with the more miraculous 
advance of modern medicine, have made it manda- 
tory for us, the physicians of this day, to answer 
and answer rather promptly. We must apply more 
than symptomatic relief for the oldster of today and 
meet the challenge of preparing the youngsters of 
today for a more satisfactory old age. 

So, to meet this challenge in the community, we 
must set our sights on rehabilitating the aged. We 
should not be part of any program which relegates 
them to the shelf or to a parasitic existence which 
is, in simple words, slow death. Recently in the Sal- 
vation Army’s War Cry, February 28, 1959, which 
I believe you will agree is a conservative publication, 
there appeared an article entitled, Thank God for 
Death by S. L. Morgan, Sr. Here a young minister 
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tells of conducting a funeral for a man who had 
been paralyzed for twenty-one years. His devoted 
wife had cared for him and maintained a home. The 
minister’s prayer began, “Lord, we thank Thee for 
life and for death.” Do we as physicians recognize 
our responsibility in not prolonging suffering? Have 
we indeed forgotten or misinterpreted the Hippo- 
cratic Oath when it says and I quote, “In whatso- 
ever houses I enter, I will enter to help the sick, 
and I will abstain from all intentional wrongdoing 
and harm.” How shall we use our newly increased 
powers; to sustain existence for the good of the 
patient, or for the gratification of our sense of 
power in maintaining existence? 

America is a youthful country, it is beautiful and 
strong and courageous just as youth usually is. 
However, our behavior, it seems to me, is a bit 
youthful even in such a maturing field as geron- 
tology. We worship science without stopping to 
consider our goal. As a recent editorial in Life 
magazine puts it, “A Society that apotheosizes tech- 
niques and talks more about its processes than its 
aims, has made God Himself a technique instead of 
the source and goal of our being.” We built a rocket 
to shoot the moon and are dismayed when those 
bad boys over the iron fence make a bigger fire 
cracker and shoot around the sun. So we must im- 
mediately try to shoot around the sun and we do it. 
This is fascinating and perhaps from a research 
point of view valuable. If it serves the purpose of 
helping us solve our earthly problems, well and 
good. If it but leads to further war and suffering 
how can we justify the enormous expense? 

“Well,” you say, “what has all this to do with 
the community implications of chronic disease?” 
Perhaps this will become apparent as I attempt to 
point out some flaws in our approach to this problem. 

Our medical schools are or should be in the van- 
guard of our efforts in solving the chronic disease 
riddle. On the whole they have done a creditable 
job. Since the Abraham Flexner report on Medical 
Education 1909-1924 before the Council on Medical 
Education of the American Medical Association, 
March 3, 1924, vast improvement in medical educa- 
tion has resulted, but not without the unmixed bless- 
ing of separating the medical student farther and 
farther from the practicing physician. Admittedly, 
the busy physician cannot keep up with the purely 
academic and basic science aspect of medicine nor 
can the academician, the professional teacher of 
medicine, teach the medical student the discipline 
which he himself has never experienced and from 
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which he has been cloistered for really his entire 
career. There is an important phase of medical 
training which must be continued by the practicing 
physician or surgeon, public health officer, or other 
specialist which can never be done by the profes- 
sional teacher. Medicine must always be considered 
an art and art can only be taught by emulation after 
basic scientific training. 

Another facet to this problem is that because of 
poor financial remuneration for medical teachers 
medical colleges ‘have had to allow further research 
money to reach their coffers and hence it seems to 
me more emphasis on research has been given stu- 
dents who expect to practice medicine than is de- 
served. Their minds are crowded with new, and I 
might say passing, theory to the exclusion of such 
fundamental knowledge of how to treat a common 
cold or sunburn, or how to lend scientific comfort 
to the dying patient and his family. 

Perhaps we should have two types of medical 
schools, one which would train teachers and research 
physicians and another type which would train 
practicing doctors. Both are needed; both should 
be provided. 

Dr. Dwight Wilbur, President of the American 
College of Physicians, stated at a regional meeting 
of this organization on March 21, 1959, that there 
has entered into the physician-patient relationship 
a third person. There are now about sixty-two para- 
medical agents who comprise the team approach to 
modern medical practice. These range from his first 
aid, the graduate nurse, to the physiotherapist, lab- 
oratory technician, social worker and so on. These 
are all necessary and valuable, but he points out 
that there is the real danger in the fragmentation of 
the important relation of the doctor with his patient 
—a personal and if you please a sacred relationship. 

Among these newly created agencies are the giant 
health fund agencies which began with the excellent 
work of the National Tuberculosis Association in 
1892, and have spread to practically every chronic 
disease which flesh is heir to. 

In his excellent article entitled Mutiny of the 
Bountiful in Harper’s Magazine of December, 1958, 
Marion K. Sanders has done a great public service 
in pointing out how the public generosity for helping 
the afflicted has been abused by the multiplicity of 
multimillion dollar campaigns. These gargantuan 
organizations with their highly paid administrators, 
luxurious New York offices have preyed on public 
sympathies by scare tactics; using the guise of re- 
search as a magic word to perpetuate their work 
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after the specific problem for which they were set 
up had long since been solved. Others continue to 
raise vast sums for conditions that cannot be solved 
by money but only by time. 

There are over seventy-five so-called public sub- 
scription health funds of national scope which in 
1958 garnered $175,000,000 from the generous 
American public. The American Heart Association 
raised an estimated $22,345,700. The Federal Gov- 
ernment appropriated an additional $45,613,000 for 
the National Heart Institute, a total then of $67,- 
958,700 for heart alone. The American Cancer So- 
ciety raised an estimated $33,950,000 and the Fed- 
eral Government appropriated $75,268,000, a total 
of $109,218,000 for cancer alone. The Arthritis 
Foundation and the National Society for Crippled 
Children and Adults raised together $20,293,400, 
while the Federal Government appropriated $31,- 
215,000 for arthritis and metabolic disease or a 
total of $51,508,400. Thus for three diseases, heart, 
cancer and arthritis with metabolic disease, the 
colossal total of $228,685,100 was raised by sub- 
scription and government appropriation. Is_ this 
money being spent wisely or is it being dissipated by 
many un-coordinated pet research programs? I won- 
der! Some day the American public may justly ask 
us, their physicians, “What have you done with 
our money?” 

Recently our group in Richmond was told $250,- 
000 annually for a period of five to ten years would 
be appropriated for geriatric research. When we 
asked how all this came about without our even 
asking for it, we were told that Congress was going 
to appropriate the money and the agency which 
approached us was instructed to find out how best 
to spend their money. How long will it be before 
such medically minded politicians will be writing 
our prescriptions for us? How long before the phy- 
sicians of this great country will arise and assert 
our rightful prerogatives as captains of the health 
team and not its minions? 

No great medical discovery has ever been made 
by raising a huge sum of money by public or private 
subscription or by appropriations of any govern- 
ment. Most important medical discoveries have been 
made by serendipity, that is accidentally or in place 
of some other fact by some quiet unobstrusive work- 
er. As recently as 1945 the discoverer of penicillin, 
Sir Alexander Fleming, noticed almost accidentally 
that bacteria would not grow near a mold on a 
culture plate. Harvey, Jenner, Lister, Pasteur were 
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not financed by giant funds using Madison Avenue 
advertising technique. 

This is an era of panic. Suddenly, we must 
conquer space, must find the cure of cancer, high 
blood pressure, arteriosclerosis. Because we solved 
one of the mysteries of atomic power and made a 
destructive bomb by gambling a billion or two dol- 
lars, so we in our exuberance and youthfulness, 
believe we can crack any scientific problem by raisr 
ing money and putting scientists to work. This might 
work for destructive science but not for the art of 
medicine. I am Presbyterian enough to know that 
no matter how hard we beat our heads against our 
play-pen of this world the good Lord is just not 
going to permit us to find out things or even make 
medical discoveries until He is good and ready for 
us to do so. Actually He must smile as He con- 
templates how long we have been taking to compre- 
hend the simple elements of our environment. 

Now I would not like to leave the impression that 
we should sit with folded hands and drift, but I 
think we should take stock of ourselves and get off 
the panic button. 

Specifically a health foundation for the whole 
man appeals to me. This could be a locally directed 
effort on even state wide, as is the recently estab- 
lished United Medical Research Foundation of 
North Carolina. This foundation collects monies for 
all health needs in the State. This would lead to a 
National Health Foundation which could in a large 
measure channel funds in proportion to the needs 
of the community rather than to the emotional desire 
of a single disease agency. Research funds could 
be allocated on a scientific instead of a monetary 
basis. Medical education could be given the finan- 
cial assistance it deserves and the Federal Govern- 
ment could play a diminishing role in medical fi- 
nance. Perhaps this is Utopian, but what goal isn’t 
before its attainment ? 

Another area of community sensitivity in the re- 
lationship of chronic illness to the aging process is 
in the field of hospitalization. We are all aware of 
the encouraging rise of the Blue Cross-Blue Shield 
plans and other equally commendable voluntary as 
well as publically supported hospital programs. You 
are also all cognizant of the unexampled increase 
of hospital cost with the progressive increase in 
the general economy. 

The public, at first thought, is inclined to blame 
rising premiums on Blue Cross administration, on 
hospital administrators, and on doctors. In answer 
to the first charge the percentage of Blue Cross- 
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Blue Shield administration to amount of premium 
was only 6.07 per cent in 1958. Private companies 
who reported from 8.2 to 9.1 per cent were one; 
from 10 to 14 per cent twelve; from 15 to 19.9 per 
cent were ten; and over 25 per cent were fifty-one 
companies, with eight reporting over 50 per cent 
of premiums for administrative costs. I think you 
will agree that the Blue Cross-Blue Shield operation 
is a strikingly efficient one. 

Hospital administrators are blamed for increased 
hospital costs. Actually most if not all increase in 
hospital expenses is due to increased labor costs. 
It should be realized that it takes two persons work- 
ing in a hospital for every hospital bed. 

This is an expensive age. All of us are conscious 
of the fact that such things as light bulbs, stockings, 
ball point pens seem to be made to buy and not to 
use for long. Drugs are expensive but shorten ill- 
ness; laboratory tests have been devised and unfor- 
tunately are used with too little regard for their 
economic value to the patient. The public has de- 
manded and received more expensive automobiles 
than actual transportation needs or requires, and so 
they have demanded and received by the same token 
more expensive medical and hospital care than they 
are now able or willing to pay for, at least when it 
comes to total hospital insurance coverage. As long 
as human nature persists in the delusion that their 
hospitalization premiums are to be reciprocated in 
direct proportion to that which they have paid, we 
will continue to have progressive increase in pre- 
miums as a corollary to increased hospital utiliza- 
tion. We don’t expect this of our life insurance 
premiums because we can’t expect to be around for 
the big pay-off. I am no economist, but it seems 
to me that the solution of the Blue Cross-Blue Shield 
problem is to use this wonderful insurance as an 
indemnity, but in some way have each subscriber 
participate out of his own pocket on each utiliza- 
tion, at least in a small way. Human beings are 
more conscientious about spending their own out- 
of-pocket money than that of any pooled resources 
to which they contribute. 

Physicians themselves have also been blamed for 
the rising medical cost spiral, but actually medical 
fees have not advanced as rapidly as the total econ- 
omy. A television repair man or plumber charges 
more to come to your home and diagnose and treat 
your television set or sink than a physician charges 
for a similar service to your body. 

This discourse could be carried far into the night 
but I cannot close without saying a few words about 
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other influences which have come to bear on this 
problem of chronic illness. Rehabilitation is an 
important ingredient in helping us solve our chronic 
disease problem. 

Cowdry in his monumental work entitled Cowdry’s 
Problem of Aging, whose third edition is edited by 
Lansing, defines rehabilitation as “the restoration of 
the handicapped to the fullest physical, mental, 
social, vocational, and economic usefulness of which 
they are capable.” He has called this the third 
phase of medicine. Howard A. Rusk, of New York 
City, probably the most outstanding physician in 
the field of rehabilitation, has called it medicine’s 
number one problem. 


Perhaps there are some people who have felt that 
rehabilitation is but an extension of paternalism, of 
an already socialized government, but on closer study 
of the problem we find that rehabilitation is not 
only good medicine but sound economics and hard 
common sense. 

Dr. Robert Felix, Director of the National Insti- 
tute of Mental Health, has written and I quote, 
“Relatively little has been done to develop medical 
rehabilitation services for the aged largely because 
of the pessimistic attitude among physicians, fam- 
ilies, and the aged themselves.”” We would be un- 
realistic if we ignored these reasons for the inertia 
in this field but we would be reactionary and derelict 
in our duty if we permitted this attitude to prevail. 
For after all, Geriatric Medicine is nothing new 
except for a change, an optimistic change, toward 
what medicine can and should do for the aging 
population. You will observe that I used the term 
aging and not aged, as the hope of rehabilitation 
of the aging lies in preventive geriatrics which 
begins at birth as well as dealing with the ravages 
of life’s experience on the old body. 

The physician or social worker should interest 
himself not only with the effect of aging on the 
individual but also on the community. Are the 
community facilities geared for looking after the 
growing number of senior citizens, and there are 
290,000 in Virginia today sixty-five years of age 
and older? There are 30,000 plus in the City of 
Richmond. This interest includes a study of hos- 
pital facilities, convalescent homes, employment, 
housing, recreation, economic maintenance and so 
on. 

We ought to quicken a community spirit which 
makes use of their vast life experience in many fields. 
At the same time we should gird ourselves for caring 
for those who cannot be so integrated and make 
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life meaningful even though it be no longer finan- 
cially productive. 

The General Assembly of Virginia has provided 
for, and the Governor has appointed a Commission 
on the Aging which held its first public hearing 
January 15, 1959, in Richmond. Your own Drs. 
Shanholtz and Davis are members of this Com- 
mission. Great things are expected of this Commis- 
sion and it has made a fine beginning under the 
direction of Mr. John E. Raine, Chairman. 

The localities are beginning to awaken to their 
home problem and civic voluntary agencies as well 
as governmental agencies are tackling the problem 
vigorously. The Junior League of Richmond has 
just opened a day center for our senior citizens after 
careful exploration of our local problem by the 


Gerontology Committee of the Richmond Area Com- 
munity Council. 

These are good beginnings, but let us not panic. 
Not all chronic disease will ever be controlled, not 
all senior citizens will live happily and comfortably 
to the end. Neither Heaven nor Utopia can be 
bought by any price we might be willing or able to 
afford and so may I close with a paraphrase of 
Rheinhold Niebur’s classic prayer, “Oh God, grant 
us the serenity to accept what cannot be changed, 
courage to change what should be changed, and the 


wisdom to distinguish one from the other.” 


McGuire Clinic 
Richmond, Virginia 


“Social Diet” for Weight Reduction 


You can diet and your friends don’t even have to 
know about it. A “social” diet—in which you eat 
normally with only a few modifications—was de- 
scribed by Dr. Milton Plotz in the July 25th Journal 
of the American Medical Association. 

The modifications include the following: 


—Not more than one slice of bread is to be eaten 
at any meal. 

—At breakfast, cereal or one slice of toast—not 
both—may be eaten. 

—vVariety can be added to the lean meat, green 
vegetable routine at dinner by small portions of 
rice, noodles, cracked wheat, or spaghetti, a small 
baked potato, or portions of peas or lima beans. 

—No gravies are to be added to food. 

—Portions of everything should be reduced by 
about one-quarter, and “seconds” are not to be taken. 

—Desserts should consist of one portion of fresh 
fruit, one ounce of any suitable cheese, or a small 
slice of angel food cake. 

On this routine, almost every determined patient 
will lose weight. In 100 successive patients, this 
routine resulted in a reduction of about 1,400 calories 
a day. “In many instances, the patient’s friends— 
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and sometimes his family—did not know that he was 
on a diet.” 

Dr. Plotz noted that the dietary management of 
obesity “is evolving today in much the same way 
as that of diabetes some 20 years ago.” 

In the treatment of diabetes, the use of highly 
artificial diets with special preparation, with special 
or even exotically prepared dietetic foods, and food 
substitutes has been superseded by diets resembling 
normal diets as closely as possible. 

A similar evolution is taking place in the man- 
agement of obesity; artificial and complicated rou- 
tines are being replaced by those which throw less 
burden on the patient’s family and which enable the 
patient to be a more acceptable member of society. 

Diets cannot be prescribed for a short time. The 
dieter must realize that he will have to change his 
eating habits for a long time—perhaps for life. 

The dieter at first may need the help of a drug 
in suppressing his appetite. When newer eating 
habits are well established, the supportive medicine 
can often be withdrawn. 

Dr. Plotz is associated with the State University 
of New York, Medical Center at New York, and 
Kings County and Goldwater Memorial Hospitals. 
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Carcinoma of the Upper Respiratory Tract 


Recent Trends in the Management 


G. S. FITZ-HUGH, M.D. 
E. W. BITZER, M.D. 
Charlottesville, Virginia 


EVERAL YEARS AGO (in 1955),? we pre- identification of neoplasms, particularly those in the 
sented to this same group some of our impres- endolarynx. 
sions in regard to the trends in the treatment of neo- 
plasms of the upper respiratory tract, as we intend 
to do now, and hope to do again a few years hence. 


During the intervening time, the changes in treat- 
ment have not been great. In some areas, the ten- 
dency to more radical surgical extirpation has been 
apparent, and in other cases, to less extensive surgery. 
More irradiation is being utilized for definitive 
therapeusis in certain well-chosen cases. The ad- 
vantages of cobalt 60 therapy over that of the con- 
ventional 250 kilovolt therapy may not be great, 
but its availability has been responsible for some 
increase in the use of radiation in certain neoplasms 
of the head and neck. At the present time, some of 
our radium is being transferred to needles of low 
intensity caliber, which have been found helpful 
in the treatment of some carcinomas in medical 
centers elsewhere. They will be given a trial here. 


Risk to the patient in the immediate postoperative 
period has been reduced, due to a better understand- 
ing of electrolyte physiology. There are now spe- 
cialists in this field in many hospitals. We have 
adopted, almost universally, the use of continuous 
suction from beneath the skin flaps of our neck 
dissections, thus obviating the need for the large, Fig. 1—Patient nine years after resection of maxilla and 
cumbersome, and uncomfortable pressure dressings. evisceration of orbit for carcinoma of maxillary sinus. 
By this measure, the patient is made more comfort- 
able and we know we have obtained more rapid 
healing and less complications, such as fistulas. 
Another innovation is the use of shaped foam rub- 
ber prostheses to serve as temporary plugs in the 
defects of the upper jaw, which are necessarily 
created by the surgical procedures upon these parts. 
Permanent prostheses of acrylic compound are ar- 
ranged for later. 


Some of the earlier symptoms and signs of car- 
cinoma of the upper respiratory tract are always 
worth mentioning and repeating, such as: 

Increasing nasal discharge 
Increasing nasal obstruction 
Persistent aural discomfort 
Increased salivation 
Scratchy throat 

Husky voice 


Cancer detection programs are resulting in earlier More advanced symptoms and signs, which are 


Presented at the meeting of the Virginia Society of less often overlooked, er 
Ophthalmology and Otolaryngology, May 1, 1959, Char- Swelling of the mouth and cheek 


lottesville. Dental disease that cannot be controlled by the 
From the Department of Otolaryngology, University of 


Virginia Hospital. usual dental therapy 
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Blood in the nasal discharge. 

Deafness and tinnitus 

Paresthesias of the soft tissues of the face 

Pain and obstruction on deglutition and the 
ingestion of food 

Hoarseness 

Audible respiration 

Cervical adenopathy 

Cranial nerve palsies 


Surgery is the primary treatment of choice for 
carcinoma of the sinuses, and has advanced from 
the old curettage—rongeur technique (which left 
much to be desired )—to total extirpation by the en 
bloc procedure which is planned to ablate or ex- 
tirpate the tumor by an encircling normal tissue 
approach. This, in addition to the use of electro- 
coagulation in certain instances, followed by some 
form of irradiation, mainly cobalt 60 teletherapy, 


Fig. 2—Bloc resection of left maxilla including orbit for carcinoma, lateral and anterior views. 


CARCINOMA OF THE NOSE AND NASAL 
ACCESSORY SINUSES 


There are no new developments in the diagnosis 
of the commoner epidermoid carcinoma and other 
malignant neoplasms of the nose and sinuses. By 
the time the patient presents himself or herself for 
definitive diagnosis and treatment, the neoplasm is 
an advanced one. We have continued to obtain 
Papanicolaou cell stains of the washings from the 
nose and sinuses, which have been previously re- 
ported upon.! We are sure that in our department 
several hundred of these procedures have been per- 
formed since our preliminary report. There has not 
been a single instance in which the procedure has 
been of any significant aid, in our opinion, in ob- 
taining an earlier diagnosis of neoplasm. 
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offers, in our opinion, the greatest opportunity for 
a permanent cure, or, in the event of failure here, 
a more prolonged and comfortable, palliative course 
for the patient. 

There are some surgical groups that have ad- 
vocated irradiation prior to surgery, then again, 
others who depend almost entirely upon irradiation, 
surgery being utilized only to obtain drainage and 
to improve the portals for irradiation. In addition, 
there are other groups that depend to a great extent 
upon electrocoagulation as the primary modality in 
eradicating the tumor. 

The aggressive attempt at total removal of the 
tumor will often include an evisceration of the 
orbital cavity. A neck dissection is performed only 
when obvious cervical node involvement is ap- 
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parent. Exceptions to this extensive surgery are 
those cases with radio-sensitive tumors, those with 
obvious bony involvement of the base of the skull, 
gross bilateral involvement of the facial bones, and 
distant metastasis. These patients are treated with 
irradiation and less extensive surgery. 

We have used the chemotherapeutic agent, nitro- 
gen mustard, in only one case so far, a very recent 
one. This was done in an effort to reduce the 
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Fig. 3—Unusual site of posterior cervical node involve- 
ment in carcinoma of nasopharynx. 


chances of implants, and also in view of some 
reports to the effect that nitrogen mustard might 
enhance the effects of irradiation. 

Treatment is planned individually, depending 
upon the existing circumstances of the case. How- 
ever, the more extensive attempt at surgical ablation 
is convincing us that we will see a greater per- 
centage of long-term cures (five years) in the future. 


CARCINOMA OF THE NASOPHARYNX 

The diagnosis of a malignant neoplasm of the 
nasopharynx is sometimes quite difficult to make, 
even with the presence of an enlarged discrete cer- 
vical node at the angle of the mandible, which 
should indicate a carcinoma of the nasopharynx until 
proven otherwise. We have on three occasions, in 
the past two years, ‘performed a “blind biopsy” in 
the nasopharynx with a positive result. If we had 
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not been searching for the primary lesion as the 
origin of a cervical node, the normal-appearing 
nasopharynx would have been passed over as being 
a negative area. Also, we would like to emphasize 
that some of the early symptoms and signs of a neo- 
plasm here are those related to the ear, such as a 
diminution in hearing acuity, a sensation of full- 
ness, a collection ef fluid, and even tinnitus. 

The types of growth are: the low grade squamous 
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Fig. +—Carcinoma of larynx (left) requiring wide field 
laryngectomy. 


cell carcinoma, the more undifferentiated transitional 
cell carcinoma, and the lympho-epithelioma. The 
latter two are considered to be radiosensitive and 
are commoner than the radioresistant differentiated 
squamous cell type. 

Carcinoma of the nasopharynx, because of its 
anatomical situation and, in many cases, because of 
the type of neoplasm present, still remains primarily 
a problem of irradiation as far as treatment is con- 
cerned. There have been recent suggestions that a 
surgical approach to the nasopharynx should be 
attempted, in order that some of the tumor might 
be eradicated by electrocoagulation and that either 
interstitial or intercavitary irradiation might be ini- 
tiated with greater accuracy, under the direct vision 
of the operator. This approach to the nasopharynx 
is by an intraoral transpalatine fenestration method. 
Also, the question arises as to a neck dissection to 
remove the cervical nodes involved. The advisability 
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of such a surgical procedure is obviously highly 
debatable. 

Actual advancements of note in the management 
of these lesions have been in earlier diagnosis and 
improvement in irradiative measures. The treatment 
of choice is a combination of external and inter- 
cavitary irradiation. Our method of treatment here 
is a combination of cobalt irradiation, administered 


tumors are squamous cell carcinomas; and after 
these are the lymphomatous group, such as the 
lympho-epithelioma and the lymphosarcoma, An 
occasional adenocarcinoma of salivary gland origin 
may be encountered. Tonsillar cancer is the second 
most frequent malignancy of the upper respiratory 
tract, next to laryngopharyngeal carcinoma. Metas- 
tases are rapid and involvement of the lymph nodes 


Fig. 5—Carcinoma of larynx (right) requiring laryngectomy and neck dissection. 


externally, plus the use of intercavitary or inter- 
stitial irradiation, depending upon the response as 
manifested by regression of the neoplasm. 

A problem that has caused some difficulty is the 
difference in terminology and classifications of 
lesions of the nasopharynx by the various patholo- 
gists. The prognosis of the malignant tumors of 
the nasopharynx depends principally upon the type 
of the individual cell composing the tumor rather 
than the stage of invasion when both are considered. 
The stage of invasion includes the presence or ab- 
sence of palpable glands, evidence of bone involve- 
ment of the skull, and that of cranial nerve involve- 
ment. 


CANCER OF THE TONSIL AREA AND 
SOFT PALATE 
Although the tonsil areas may not be considered 
essentially a part of the upper respiratory tract, some 
comments in regard to neoplasms here will be of 
interest to this group. The commonest tonsillar 
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of the neck is a common finding at the time of the 
initial examination. 

In the past, irradiation to the primary lesion and 
to the areas of lymphatic drainage has been thought 
to be the treatment of choice, and still is, of course, 
in those neoplasms in the lymphoma category. How- 
ever, recently, surgical therapy for the squamous 
cell type is being considered as the preferred method 
of treatment. The surgical procedure is excision of 
the localized tonsil cancer in continuity with a 
radical neck dissection, with or without a resection 
of part of the mandible, depending upon the extent 
of disease. Patients with cancer of the adjacent 
soft palate are treated by surgery and irradiation, 
depending again upon the type, site, stage, and his- 
tologic components of the tumor. 


CARCINOMA OF THE LARYNX AND 
LARYNGOPHARYNX 


Trends in the diagnosis and treatment of car- 
cinoma of these structures, those of the larynx occur- 
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ring more commonly than any other upper respira- 
tory tract cancer, will be divided into four parts: 
First, some remarks about the classification and 
staging of these diseases; secondly, the method of 
reporting results; thirdly, treatment by irradiation; 
and last, fourth, treatment by surgery. 

There is much variance in the methods and ter- 
minology of the classification or rather description 
of carcinoma of the larynx and laryngopharynx. The 
old and probably original classification, devised 
many years ago, which divides these tumors into 
intrinsic and extrinsic varieties according to the 
anatomical locations, at the present time is consid- 


ig 


Fig. 6—Carcinoma of larynx (extending across mid line) 
requiring laryngectomy and right neck dissection ini- 


tially, followed by left neck dissection as a secondary 
procedure. 


ered inadequate and obsolete. Until a universal 
method of description is devised and adopted, it 
will be impossible to evaluate and compare with any 
degree of accuracy the reports of authorities in this 
country and foreign ones, as to the results of the 
various treatment modalities practiced. Efforts are 
being made for the adoption of a classification, based 
upon the anatomical site of origin of the tumor. In 
addition to this topographical and anatomical de- 
scription, one must add information about the his- 
tological activity, the degree of invasion, and the 
extent of the disease from clinical observations. This 
system of grading is termed staging, and a com- 
bination of staging plus the site of origin, topo- 
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graphical or anatomical, may be termed stage-group- 
ing. It is desirable that the cancers be described in 
the manner mentioned, as this will do much to 
abolish the confusion existing today, due to the 
varying descriptions and criteria of the different 
authors. It is now impossible to compare with 
accuracy any one series reported with another. 

In addition to the need for improvement in the 
description and classification of tumors, there is also 
a need for uniformity in the method of reporting 
results of the handling of carcinoma patients as a 
whole. It is suggested that every patient who is seen, 
regardless of the type of treatment employed and 
whether treated or not for any reason, be included in 
the total report. If this is done, the total experience 
will be related; and thus again, less confusion will 
arise in the interpretation of the reported impressions 
of the various operators in this field. 

In considering treatment, we will first discuss 
that of radiotherapy. While it is true that there is 
a tendency to refer more of the earliest carcinomas 
of the larynx to the radiotherapists for consultation 
than ever before, it is considered by the majority 
of otolaryngologists that, in general, surgery is the 
treatment of choice as far as the over-all therapy of 
carcinoma of the laryngopharynx and larynx is con- 
cerned. It appears that the prognosis with ade- 
quate surgery is better than that with irradiation. 
One possible exception to this impression might be 
noted, this being carcinoma limited to the mucous 
membranes of the superior surface and edge of the 
vocal cord with no interference in the mobility of 
the cord. In this type of case, radiotherapy has 
proven to be quite successful; but even the results 
have not proven as good, though nearly so, as from 
the surgical procedure of thyrotomy with excision 
of the lesion. This procedure has one real disad- 
vantage, in that the voice is permanently altered for 
the worse by the operation. In the case of radia- 
tion, cordal tumors may be adequately treated with 
subsequent restoration of normal function of the 
larynx. This advantage should be considered, and 
properly so, in certain individual cases. As far as 
the method of irradiation is concerned, that obtained 
through the effect of the cobalt 60 unit is the one 
most desired. 

It is well recognized that surgery is superior to 
radiotherapy in the eradication and control of cancer 
involving the lymphatic system of the neck, which is 
the first extension or metastasis of these neoplasms 
to any distance from their original sites of origin. 
Another aspect of irradiation management is that 
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we feel youth is a relative contraindication to 1ir- 
radiation. The effects of radiation are both per- 
manent and progressive, and in a young person 
with a life expectancy of 30 or 40 years, there is 
always a possibility that future morbidity from this 
type of treatment will ensue. However, this can be 
minimized by increased knowledge on the part of 
radiotherapists, improved methods of administration, 
and the source of the irradiation. 


ries 


Fig. 7—Lesion involving right vocal cord removed by 
thyrotomy and excision of cancer plus good margin of 
uninvolved tissue, resulting poor voice—good airway. 


The recent trends in the surgical treatment of 
lesions in these areas provide the most interesting 
observations in this particular presentation. It has 
already been noted that there has been a reversal 
of the trend formerly giving the radiotherapists only 
the opportunity of treating the extensive or what 
were previously considered inoperable carcinomas. 
The radiotherapists are now being given the chance 
of seeing and treating the earliest type of lesion 
confined to the cord proper. However, as far as the 
over-all treatment range is concerned, a higher per- 
centage of surgical procedures are being carried out, 
as compared to radiotherapy, than in the past. 

The trends in the type of surgery performed fur- 
nish material for interesting, and even paradoxical, 
observations. There has been a very definite increase 
in an effort to remove the local or initial lesion in 
combination with its satellite lymphatic system in 
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continuity. This is being done in a very high per- 
centage of cases, even in the absence of clinical 
evidence of extension of the neoplasm to a satellite 
node. An example of such surgery would be a 
laryngectomy, partial pharyngectomy, and neck dis- 
section, all in one operative procedure. In the event 
that it is thought that a neck dissection on the 
opposite side is necessary, this is performed un- 
hesitatingly, usually after a period of five or six 


Fig. 8—Carcinoma of right Jarynx, eliminated by hemi- 
laryngectomy, with resulting whispered voice only but 
good airway. 


weeks from the time of the initial surgery; but it 
may be done at the same time of the first operation. 
These extensive procedures offer the best chances for 
cure. This type of operation has been performed 
now by many groups for a long enough time (five 
years plus) so that reliable statistics are available 
which have proven this observation to be accurate. 
Interesting enough however, at the time when this 
point could be accurately made, there was develop- 
ing, among some otolaryngological groups, a tendency 
to ignore the above-mentioned facts and to develop 
procedures of a conservative or subtotal nature to 
eradicate the initial or original site of the carcinoma, 
with or without an. including operative procedure 
to remove the adjacent lymphatic system. These 
newer modalities of treatment were devised in an 
effort to conserve the airway and as much of the 
function. of speech as possible. Thus, such terms 
as subtotal laryngectomy, hemilaryngectomy, par- 
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tial laryngectomy, and so forth, have been seen with 
greater frequency in the literature and heard more 
often in symposia upon the subject. The length of 
time in which these operations have been performed, 
in the greater number of cases, has been insufficient 
(five years minus) for proper evaluation as far as 
safety to the patient is concerned and, consequently, 
for advisability of these procedures. In all likeli- 
hood, time will prove that such conservative surgery 
will be applicable or useful in a small group of 
very carefully selected patients. If this practice of 
selection is not carried out and the operation is a 
failure, then we feel that it is a tragic one, for we 
see little if any hope of favorable results from any 
type of irradiation therapy as a secondary procedure, 
and in all probability the secondary surgical opera- 
tion will have to be one of much greater magnitude 
than an initial wide field laryngectomy with or 
without neck dissection. We would like to note 
also that in commenting upon this type of treatment, 
we do not include the time-tried thyrotomy and local 
excision of a lesion from the cord (laryngofissure) 
in this category. These lesions, on which the sub- 
total laryngectomy is performed, are too extensive 
for thyrotomy and local excision as in the laryngo- 
fissure, or for excision by the endoscopic approach. 
Also, from the recent trends in surgery, there seems 
to be little place in this field, in the case of laryn- 
gectomy per se, for anything else than the wide field 
variety. It should be emphasized that following the 
subtotal variety of laryngectomy, the voice is never 
a good one and is actually not preserved, but the 
airway does remain a natural one and, of course, 
this is of real advantage. 

We are performing some of the subtotal laryngec- 
tomies, but, as stated, only in those cases who have 
been most carefully selected, and also in an occa- 
sional instance in which the patient refuses to have 
any more extensive surgery and in which we agree 
that there is a fair opportunity of success. We some- 
times feel that patients in this latter category would 
be perhaps better off with initial irradiation and 
plans, in the event of failure, for an extensive sur- 
gical operation later, rather than with the perform- 
ance of a subtotal procedure with only a less than 
fair opportunity for success. We cannot help but 
believe that a failure in the subtotal category places 
the patient in a dangerous position, regardless of 


the type of treatment to be used subsequently. 
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It is to be reiterated that we do not condemn any 
therapy that has as its aim the preservation of the 
airway and voice, but we are a little disturbed—in 
view of the status reached, as far as technique and 
success are concerned, by means of the extensive 
en bloc operations—to have this choice of treatment 
reversed, so to speak, in favor of a return to less 
extensive procedures, the failure of which results 
in the need for subsequent, far more radical, and 
mutilating operations. 


SUMMARY 


Comments and observations are made in regard to 
the recent trends in the management of cancer of 
the upper respiratory tract by the Otolaryngologic 
Service at the University of Virginia Hospital. At 
the present time, the vast majority of the patients 
falling imto this category are treated by surgical 
measures. However, in latter years there has been a 
tendency in certain areas to give the radiotherapist 
a chance to see and treat some of the earlier cases. 
In the past, their opportunities have been inclined 
to be limited to that group of patients who have 
been classified as being inoperable for various rea- 
sons, and radiation therapy has been instituted main- 
ly as a palliative measure. 

Increase in the cure or survival rate subsequent 
to surgery has developed as the result of advancements 
in technique, improvement in anesthesia and in the 
supportive measures administered prior to, at the 
time of, and in the postoperative treatment. A still 
better solution of the problem, however, at the present 
time will be, basically, the determination of earlier 
diagnosis, best realized by a high degree of suspicion 
exhibited by all physicians who examine and treat 
patients. 
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OSINOPHILIC GRANULOMA is of particu- 
lar interest to the otolaryngologist as it may se- 
lect the temporal bone for its first and sometimes its 
only attack. The term “eosinophilic granuloma 
of bone” was introduced in 1940 by Jaffe and Lich- 
tenstein'** who thought this was a separate clinico- 
pathological entity. However, eosinophilic granuloma 
is now considered to be a form or phase of histio- 
cytosis, a term used to describe three diseases all of 
which are characterized by a histiocytic proliferation 
of unknown etiology; namely, eosinophilic granu- 
loma, Letterer-Siwe’s disease, and Hand-Schiiller- 
Christian’s disease. Goodhill® has shown the fea- 
tures of all three phases in one patient. 


Eosinophilic granuloma is the first phase of his- 
tiocytosis.© It is an inflammatory and destructive 
type of lesion characterized by a localized or gen- 
eralized response of the reticulo-endothelial system 
and therefore composed of eosinophils and _histio- 
cytes.6 It is considered a benign form. It either 
retrocedes spontaneously, or after treatment, or it 
may progress to another phase. 

Letterer-Siwe’s disease is thought to be the acute 
phase of histiocytosis. It is seen only in infants and 
young children. This disease is fulminating and 
generalized. It is characterized by multiple areas of 
proliferating histiocytes in the visceral organs. There 
is hepato-splenomegaly. It is invariably fatal. 

Hand-Schiiller-Christian’s disease has been clas- 
sified as the chronic phase of histiocytosis.6 The 
lesions are usually limited to the skeleton. It is 
classically characterized by multiple round defects 
in the skull, unilateral or bilateral exophthalmos, 
and diabetes insipidus. All three of these abnormali- 
ties do not always exist in each case, and other mani- 
festations in combination with one or two of these 
are just as typical of the syndrome. 

Of the twenty-six cases of Hands-Schiiller-Chris- 
tian’s disease initially reported in the literature, 
twelve had ear involvement.’ In the. past twenty- 
five years a number of cases of eosinophilic granu- 
loma of the temporal bone have been reported.5*° 
Five cases of bilateral involvement have been de- 
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Eosinophilic Granuloma of the Temporal Bone 
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scribed.*1® In some of these patients no other 
lesions were demonstrable. In others there were signs 
of chronic histiocytosis or Hands-Schiiller-Chris- 
tian’s disease. 


OTOLOGICAL SYMPTOMS AND SIGNS 


The onset of eosinophilic granuloma of the mastoid 
or temporal bone is insidious. The first symptom 
may be a bloodstained otorrhea. Characteristically, 
there is no pain. However, if a blood vessel or the 
dura is involved, there may be severe pain and head- 
ache. The lesion may appear rapidly and break 
through the outer table so quickly as to simulate a 
malignant tumor. In the postauricular region a 
soft, fluctuant swelling with ill-defined edges may 
be felt. A chronic draining wound may develop in 
this area. This has often been mistaken for a post- 
auricular abscess. 

On examination, granulations may bé seen in the 
external ear canal. These granulations recur rapidly 
when removed. The canal may be partially stenosed. 
A granulomatous swelling may be seen coming 
through the posterior-superior canal wall. The ear 
drum is usually intact and hearing normal. In the 
late stages, deafness, vertigo and facial paralysis may 
be seen. In spite of these frightening local signs the 
child usually appears surprisingly well. 


DIAGNOSIS 


Early diagnosis of eosinophilic granuloma of the 
temporal bone is most important as the onset is 
usually insidious and silent and bone destruction 
is quite widespread by the time signs and symptoms 
present themselves. As the middle ear cavity is by- 
passed, at least until a later stage, early treatment 
may preserve the hearing and protect the labyrinth. 

X-rays are quite helpful in the diagnosis of this 
lesion. The appearance as seen in radiograms is 
characteristic and unmistakable and resembles no 
other lesion found in the temporal bone.” Radio- 
graphically, there is a localized, sharply-punched- 
out area of bone rarefaction, with no surrounding 
bone reaction. The translucent areas spread out far 
above, far behind, and well in front of the middle 
ear.” The edges of bone loss are sharply defined and 
clearcut and produce the typical “geographical” out- 
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line.*! Destruction first appears in the squamous or 
zygomatic areas.”° 

A definite diagnosis can be made only by biopsy. 
The specimen must be adequate, as a small piece of 
tissue may not show all of the characteristic features 
of the disease. Exploration and biopsy of the mastoid 
lesion is usually necessary as tissue from the external 
canal is not always adequate for diagnosis. 

Macroscopically, eosinophilic granuloma of this 
region appears malignant, grayish-pink in color, soft 
and friable with a limited membrane." With chron- 
icity some fibrosis occurs and the lesion may acquire 
a firm rubbery consistency. The basic over-all micro- 
scopic picture is that of a granulomatous process 
containing strands of histiocytes, giant multinuclear 
cells and eosinophils.* 


DIFFERENTIAL DIAGNOSIS 


There are several conditions which should be con- 
sidered in the differential diagnosis of a destructive 
temporal bone lesion. Goodhill® has noted that in 
his series of patients the temporal bone lesion of 
histiocytosis is frequently mistaken clinically for 
cholesteatoma. Shea!® points out that cholesteatomata 
is limited to the mastoid process and does not involve 
the petrous portion. A primary cholesteatoma (epi- 
dermoid tumor) has a bordering zone of osteoscle- 
rosis.6 The bone defect of secondary cholesteatoma 
is usually small and occupies the region of the mas- 
toid antrum.* There is usually a history of chronic 
drainage and a tympanic membrane defect. 

Metastatic osteolytic malignant tumors are usually 
quite painful and occur in older persons. In primary 
carcinoma one obtains a history of chronic suppura- 
tion with severe pain, bleeding and ulceration. A 
diagnosis can be confirmed by biopsy of the ear 
canal. Developmental defects are usually not as 
extensive and are often bilateral. 

Punched-out areas of destruction of the temporal 
bone may occur in tuberculosis. In this disease an- 
tecedent lesions are usually present in the lungs, 
lymph nodes or other bones. In fungous lesions a 
bordering zone of bone proliferation is often seen. 
Syphilis seldom involves the mastoid, but serologic 
tests should rule out this disease. The lesions of 
multiple myeloma are usually smaller and more 
numerous and associated rib involvement is the 
rule. 


TREATMENT 


Jaffe and Lichtenstein® report healing of lesions 
of eosinophilic granuloma without the benefit of treat- 
ment. On the other hand, Copeland” states that 
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spontaneous healing is rare. To date, no case of 
regression of eosinophilic granuloma of the temporal 
bone without treatment has been described. 

The three modes of treatment are (1) surgical 
excision or curettage, (2) irradiation, and (3) steroid 
therapy. Dingley® and Topouzian et al.® believe 
that the most helpful treatment in the case of the 
temporal bone is prompt surgical removal followed 
by deep x-ray therapy. Goodhill® and Schuknecht 
and Perlman® report that eosinophilic granuloma of 
this region responds equally well to surgery or ir- 
radiation. Several authors recommend x-ray therapy 
alone as the treatment of choice.’*!2!® Where this 
is complicating infection, Schuknecht and Perlman*® 
advise mastoidectomy followed by x-ray therapy. 

Steroids have been used in the treatment of his- 
tiocytosis.* These hormones act directly on the 
reticulo-endothelial system. They are used sympto- 
matically and should be given over long periods of 
time. They are particularly useful in the chronic 
type where diabetes insipidus is present.* In a single, 
uncomplicated mastoid lesion there would be no 
need for steroid therapy. 

From a practical standpoint, removal of the lesion 
by curettement at the time of biopsy followed by 
deep x-ray therapy would appear to be the most 


logical approach for the treatment of temporal bone 
histiocytosis. 


CASE REPORT 
History: This nine-year-old boy was admitted to 
the hospital on September 5, 1958, with a history of 
intermittent drainage from his left ear of five months 
duration, which began shortly after a playmate had 
traumatized his ear. He had been seen on several 
occasions through the summer months by his family 
physician for “ear infections”. He had a history of 
many sore throats and upper respiratory infections. 
Findings: Examination revealed hypertrophied 
tonsils and adenoids. Granulation tissue completely 
filled the left external ear canal. The ear drum 
could not be seen. He was having no pain and a 
general physical examination was essentially normal. 
Course: On September 5, 1958, a tonsillectomy 
and adenoidectomy was performed. Under the same 
anesthetic the granulations were removed from the 
left external ear canal. The tissue appeared to be 
coming from the posterior-superior canal wall. The 
ear drum was intact and was healthy. An audiogram 
showed the hearing in each ear to be within normal 
limits. The pathologist reported the tissue as being 
“acute and chronically inflamed granulation tissue”’. 
At this time, my impression was that this represented 
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a case of exuberant growth of granulation tissue in 
the external ear canal probably secondary to trauma. 
He was discharged the day following surgery. 

Despite repeated curettements and cauterizations 
with silver nitrate, the granulation tissue rapidly 
reformed in the ear canal. Mastoid x-rays made on 
September 20, 1958, showed an extensive destructive 
lesion involving the entire left mastoid which ex- 
tended deep into the petrous bone. The lesion was 
almost completely destructive. Its margins were ir- 
regular and showed little or no new bone formation. 
The lesion measured approximately 3.5 cm. in its 
greatest diameter and was so extensive that no 
aerated mastoid structure remained. 

Because of the persistence of the granulation tissue 
in the external ear canal and the Roentgen findings 
of a widespread temporal bone lesion, he was re- 
admitted to the hospital on September 25, 1958. A 

general physical examination was again essentially 
normal, except for the ear findings. The external 
' ear canal was filled with granulations and there was 
slight mastoid tenderness. A neurosurgical consul- 
tant found no abnormal neurological findings. 


An exploratory mastoid operation was performed 
on the left ear using a postauricular approach on 
October 1, 1958. Part of the outer table was com- 
pletely destroyed. A large mass of granulomatous 
tissue was found to involve the entire temporal bone 
with complete necrosis of all mastoid cellular struc- 
ture and complete exposure of the dura and the 
lateral sinus. The facial canal was destroyed and 
the nerve exposed throughout its course in the mas- 
toid bone. The lateral semicircular canal was. de- 
stroyed. Nowhere did the mass appear to encroach 
upon either the middle ear or the tympanic mem- 
brane. The superior and posterior bony canal walls 
were completely gone. 


| The bulk of the tumor mass and necrotic bone 
) was removed. A frozen section examination of the 
tissue at the time of surgery showed chronic infec- 
tion and no malignancy. From the permanent sec- 
tions the pathologist made a diagnosis of eosinophilic 
granuloma. The wound was closed in the usual 
manner, leaving an iodoform packing in the mastoid 
cavity and in the external ear canal. 

His postoperative course was uneventful. Within 
six days the postauricular wound had completely 
healed and all packs had been removed. The ear 
drum was intact and healthy and the external ear 
canal normal. Postoperative x-ray therapy to the 
left temporal bone was started on the seventh day 
following surgery, the patient receiving a total of 
1800 r. 


514 


X-rays made of the skull, chest, pelvis, hips and 
spine showed no evidence of any other osseous le- 
sions. He was discharged in good condition October 
11, 1958. At the suggestion of a pediatric consultant, 
he was placed on prednisone for a two-week period 
following discharge. 

Postoperative audiograms showed normal hearing 
in the left ear in the speech range, but a drop to 
below 60 db. at the frequencies of 4,000, 6,000 and 
8,000. Caloric testing at this time showed a normal 
response in the right ear, but no response in the left 
ear. An audiogram on March 28, 1959, showed a 
drop in hearing in the left ear in the speech range 
to the 50 db. level. Up to the present time the tym- 
panic membrane and external ear canal have re- 
mained intact and healthy. The patient has shown 
no signs of the development of any other lesions. 


Fig. 1. X-rays of right mastoid showing normal cellular 
development. (A) Stenver’s position. (B) Law position. 


SUMMARY AND CONCLUSIONS 


Histiocytosis is a clinico-pathological entity which 
may appear as a benign state known as eosinophilic 
granuloma; an acute, usually fatal form, known as 
Letterer-Siwe’s disease; or as a subacute or chronic 
serious stage known as Hand-Schiiller-Christian’s 
disease. It is important for the otolaryngologist to 
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Fig. 2. X-rays of left mastoid showing extensive destruction 


tion. (B) Law position. 


be highly conscious of the relative frequency of this 
disease inasmuch as it may involve the temporal 
bone. 

A case of eosinophilic granuloma of the temporal 
bone has been presented and the problems in sympto- 
matology, diagnosis and therapy reviewed. Early 
diagnosis is important as response to treatment of 
this disease, if started promptly, is usually good. 
The onset is insidious and silent and by the time 
signs and symptoms present themselves much bone 
destruction has already taken place. When the pos- 
terior bony meatal wall is broken down and the 
meatus entered, the case is already far advanced. 
Fortunately, the middle ear cavity is usually by- 
passed, at least until a late stage, and for this rea- 
son early treatment may be hopeful of preserving 
hearing. 

Although the outlook in a single lesion of the 
temporal bone may be good, the prognosis should be 
guarded for the lesion may be a local manifestation 
of a more general disseminated disorder. 
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Voluntary Prepayment Plans 


The Sub-Committee on Voluntary Prepayment Plans of the Medical Service Com- 
mittee has reviewed with the Virginia Committee of the Health Insurance Council cer- 
tain problems common to physicians and the insurance industry. The following is a 
discussion of two such items. 


’ 1. Completion of proofs of continued disability (HIC forms I.D.S. 1 or G.D.S. 1) 

The completion of these forms is an obvious burden to some physicians. Many 
physicians have a strong conviction that the companies require these forms at too 
frequent intervals. The insurance companies need evidence of disability as a basis 
of paying claims. Most of this business is written on a group basis and the insurer 
must be in a position to justify paying out the policy-owner’s money. Claim man- 
agers state that many of the forms appear to be filled out in a perfunctory fashion 
and without serious regard to the disability of the patient. 

It is the opinion of the two committees that insurance companies should make 
a real effort not to require proofs more often than absolutely necessary, that claim- 
ants with long-term illness should not be required to submit evidence of disability 
each week or each month, but that benefits should be approved for as extended 
a period as possible, in accordance with the prognosis as listed in the original 
proofs. 

Physicians, on the other hand, should not permit the existence of insurance to 
interfere with recovery and rehabilitation of their patients by certifying disability 
for a longer period of time than is justified. 


Cases involving litigation. 

When a physician is called upon to assist a patient in a legal suit, he is justified 
in charging a fee for this service, however, this fee should not be considered as part 
of the charge for providing medical care. This is particularly important when 
comprehensive or major medical insurance is involved. A major medical policy 
contains no schedule of fees and is designed to cover only medical care and not 
medical assistance concerned with litigation. Itemization of bills in such cases is 
necessary for proper payment of claims. 
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Report of a Case 


RIMARY NEOPLASMS of the heart often 

cause an enigmatic persistent cardiac failure 
which may terminate in rather sudden death. Ap- 
proximately thirty cases of primary lymphoma 
(round cell, lymphocytic and reticulum cell sar- 
coma) of the heart have been reported. This report 
describes a case which illustrates the cardinal clin- 
ical and anatomical features of primary neoplastic 
disease of the heart. Very excellent reviews of this 
literature have been published by Whorton™” and 
Brucker and Glassy.” 


CASE REPORT 


Clinical History: A 44 year-old colored female 
was admitted to the University of Virginia Hospital 
(#436390) with a complaint of shortness of breath. 
Nine months prior to admission she noted onset of 
rather severe chest pain which was knife-like in 
character, radiated from the left breast to the right 
upper quadrant, and which was made worse by 
exertion. The pain was of short duration and was 
relieved by rest. Three weeks prior to admission, 
she began to have episodes of orthopnea, necessitat- 
ing her sitting up for ten to fifteen minutes for relief. 
Dyspnea occurred after ascending one flight of stairs 
and she was unable to continue her work as a maid. 

Physical examination revealed a cooperative, well- 
developed, well nourished, colored female who ap- 
peared her stated age. Her blood pressure was 130/ 
90 mm. of mercury right arm, 120/80 mm. of mer- 
cury left arm; pulse regular at 80; respiration 22 
per minute; and temperature 98.6° orally. There 
were increased venous pathways over the upper 
chest. The neck veins were distended. There was 
one small movable node in the left axilla, no other 
palpable nodes. The breast were small and of 
even consistency throughout. The lung fields re- 
vealed dullness over both bases posteriorly with fine 
moist rales bilaterally. Dullness over the cardiac 
area extended to the mid-axillary line; the point of 
maximum impulse was not palpable. Cardiac sounds 
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were distant except over the base with the patient 
in the upright position. No murmurs were heard. 
The liver was enlarged 9 cms. below the right costal 
margin. The spleen was not enlarged. There was a 
small umbilical hernia. There was moderate pitting 
edema to the mid-thighs bilaterally. 

Laboratory examination showed a hemoglobin of 
10 grams, a red-cell count of 2.99 million cells, a 
white-cell count of 6,100, and a negative serological 
test for syphilis. The urine had a specific gravity 
of 1.019 with a trace of albumin and no sugar. The 
venous pressure was 450 mms. of saline. An elec- 
trocardiogram shortly after admission revealed a 
first degree block with a rate of 70; PR interval 
2.26 seconds, QRS complex 2.08 seconds; low vol- 
tage of the QRS complex, QT interval of 0.42 sec- 
onds. There was some evidence of subepicardial 
injury of the lateral wall. Changes compatible with 
myxedema heart disease were suggested. Seven days 
later, the day of death, an electrocardiogram showed 
a first degree block which has increased since the 
first tracing. The rate was 74; PR interval 0.32 
seconds; QT interval 0.40 seconds; and low voltage 
of the QRS complex. Again myxedema heart disease 
was suggested. On fluoroscopy of the chest the heart 
shadow was tremendously enlarged, being broad be- 
low and narrow above suggesting a pericardial 
effusion. The lung fields were clear. 

The patient improved symptomatically while in 
the hospital. A pericardial tap was planned; how- 
ever, this was delayed due to the patient’s general 
improvement. After being up and about the ward 
with no specific complaints the patient was found 
dead in bed on the ninth hospital day. 


POST-MORTEM EXAMINATION 


The pericardial cavity was distended with one 
thousand cc. of straw colored fluid. The pericardium 
was smooth and glistening. The heart weighed 570 
gms. A greyish-white tumor covered approximately 
three-fourths of the surface of the heart, extending 
across both the left and right ventricles. On open- 
ing the heart approximately five-sixths of the wall 
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of the left ventricle was replaced by tumor tissue. 
(Fig. 1) This tissue extended from the endocardium 
to the epicardium and in areas appeared as solid 
sheets of grey-white, firm tissue. The wall of the 
left ventricle was thickened to 25 mm. due to the 


Fig. 1—Cut surface of the left ventricle showing the white 
tumor tissue. 


tumor growth. In addition to this, there was wide 
extension of the tumor throughout the remainder of 
the myocardium of both right and left ventricles in 
the form of circumscribed nodules of tumor tissue 
grossly separated from the main tumor mass. The 
tumor extended into the interauricular septum; how- 
ever, other than for one small tumor mass on the 
endocardial surface of, the right atrium both atria 
were free of tumor. The coronary vessels passed 
through the tumor tissue, and although the tumor 
| in some places narrowed the lumens of the coronary 
veins and arteries, the vessels for the most part 
were completely unobstructed. 


Examination of the other viscera showed a flat- 
tened, button-like mass of tumor tissue measuring 
2.5 cm. in greatest diameter in the anterior wall 
of the stomach near the greater curvature. Seven 
similar lesions were found spaced at intervals in the 
wall of the small intestine. (Fig. 2) None of these 
lesions ulcerated or eroded the mucosa. There were 
no lesions in the large intestines. Inferior to the 
bladder between the urethra and the anterior aspect 
of the vagina there was a tumor nodule which 
measured 3 cm. in greatest diameter. 


There was no tumor tissue in any other organ. 
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Fig. 2—The small intestine showing the button-like tumor 
nodule. 


The lymph nodes were not enlarged and contained 
no apparent tumor tissue. The lungs showed con- 
gestion and edema. The liver weighed 1860 gms. and 
showed only congestion. One small pigment stone 
was present in the otherwise normal gallbladder. 
The kidneys showed slight scarring. The spleen 
weighed 160 gms. and showed slight congestion. 

Histological Examination: The tissue was fixed 
in Zenker’s formal solution. Hematoxylin eosin and 
Wilder’s reticulum stains were used. 

On microscopic examination, the tumor noted in 
the heart was also present in the wall of the stom- 
ach, small intestine, and in the periurethral region. 
All lymph nodes studied were free of tumor as were 
all other organs. 


Examination of sections of the right ventricle 
showed large solid masses of tumor cells with a 
somewhat irregular arrangement of the individual 
cells. In other areas the tumor cells infiltrated be- 
tween the muscle fibers causing atrophy of the mus- 
cle fibers and in still other areas the muscle fibers 


were moderately well preserved with irregular rows 


of tumor cells between them. (Fig. 3) The indi- 
vidual tumor cells were oval and round, varying 
slightly in size and shape. Many of the nuclei were 
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hyperchromatic; others had a lightly stained chro- 
matin pattern with scattered dots of cromatin near 
the nuclear membrane. Many prominent nucleoli 
were seen. The nuclei varied somewhat in size and 
shape showing in some instances slight indentation. 
There were a few scattered multinucleated giant 
cells. Sections stained with Wilder's reticulum stain 
showed an abundant reticulin pattern, apparently 
produced by the host tissue as a reaction to the tumor. 


* > 
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rious arteries, especially the aorta. Sections of the 
bone marrow revealed no abnormalities. 


DISCUSSION 


The name “reticulum cell sarcoma” as applied to 
a member of the lymphoma group which has the 
morphological and cystological characteristics de- 
scribed above is in reality a poor term. There is 
not unanimity of opinion as to the derivation of the 


Fig. 3—Sections from the left ventricle showing the tumor cells between the muscle bundles. 
Hematoxylin and Eosin stain; photomicrograph 550 X. 


No association of the reticulin fibrils and individual 
tumor cells could be demonstrated. Sections of the 
coronary vessels showed accumulations of the tumor 
tissue in the subendothelial region such that there 
was considerable encroachment upon the lumen of 
the vessels. (Fig. 4) The individual tumor nodules 
in the heart were well circumscribed and presented 
the same histological picture as the main tumor 
mass. The tumor masses in the wall of the stomach 
and small intestine and the tumor mass between the 
urethra and the inferior aspect of the bladder all 
had a similar microscopic appearance. 

Sections of the lymph nodes from various groups 
revealed only sinus hyperplasia. There was micro- 
scopic evidence of congestion of the liver, spleen, 
kidneys, and of congestion and edema of the lungs. 
A few arteriosclerotic changes were present in va- 
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so called “reticulum cell.” #57 Jackson and Parker® 
believe the reticulum cell to be identical with the 
histocyte, clasmatocyte, macrophage, or large wan- 
dering mononuclear cell. Gall* has discussed very 
completely the confusion that exists in the literature 
concerning not only the derivation of the reticulum 
cell but also the confusion which exists in the efforts 
to classify neoplasms as reticulum cell sarcoma. He 
suggests that the terms reticulum cell and reticulum 
cell sarcoma be discarded and that this related group 
of conditions be classified in terms of recognizable 
qualities of their component cells. The fibrillar net- 
work, occurring around the tumor cells, which has 
so long been associated with the diagnosis of reticu- 
lum cell sarcoma is believed to be a reaction of the 
host tissue and not a product of the neoplastic cells. 

Regardless of the deficiencies of nomenclature, it 
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is believed that the term reticulum cell sarcoma does 
describe a member of the lymphoma group which has 
characteristics not common to other lymphomas. 
Cytologically the cell comprising the tumor in 
reticulum cell sarcoma is 1% to 2 times larger than 
the lymphocyte of lymphosarcoma. There seems to 
be more variation in size and shape of the nucleus, 
more binucleate forms and indented nuclei in case 
of reticulum cell sarcoma. Reticulum cell sarcoma 
has a great tendency to invade the wall of veins. 
This may be due to an amoeboid tendency of the 
cell. unusual aspects of reticulum cell sar- 
coma, primary in an organ other than the lymph 


to be the site of primary malignant tumor. Primary 
reticulum cell sarcomas comprise approximately 30 
per cent of such cases. Impressive aspects of the 
clinical picture in this patient were the few clinical 
signs and symptoms, a relatively short history, and 
the massive involvement of the myocardium found 
at autopsy. Apparently many of the patients with 
primary cardiac malignancy die suddenly, presum- 
ably from a conduction disturbance. There is often 
a history of heart failure of six to eight months 
duration without obvious organic cause. 

One of the most consistent signs in primary car- 
diac tumors of all types is the presence of pericardial 


ed 
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Fig. 4—Section of a coronary vein showing narrowing of the vein lumen by the growth of the 
tumor in the subendothelial region. Hematoxylin and Eosin stain; photomicrograph 96 X. 


nodes, are the low occurrence or absence of lymph 
node involvement and the tendency of the tumor to 
invade the wall of veins. 

The presence of a few multinucleated giant cells 
would not necessarily place this tumor in the Hodg- 
kin’s sarcoma group. Callender? makes no distinc- 
tion between reticulum cell sarcoma and Hodgkin’s 
sarcoma stating that they are one and the same 
disease. 

In clinical practice the heart is not often found 
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effusion. Out of one hundred cases reviewed by 
Whorton” forty-three of the cases make no mention 
of the state of the pericardium; out of the remaining 
fifty-seven cases twenty-seven had pericardial effu- 
sion and in twenty of these cases the fluid is de- 
scribed as bloody. In Brucker and Glassy’s* review 
of forty-three cases of primary malignant tumors of 
the heart nine cases make no mention of the state 
of the pericardium; out of the remaining thirty-four 


cases nineteen had pericardial effusion and in seven- 
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teen of these cases there was hemopericardium. 
Many authors!.%10,11 emphasize the point that hemo- 
pericardium may be more common with primary 
tumors of the heart than with metastatic cardiac 
neoplasms. Primary lymphomas of the heart should 
behave like other primary malignant tumors of the 
heart. Although the absence of malignant cells in 
the pericardial fluid sediment would not rule out 
the diagnosis, certainly the presence of these cells 
might well lead to the correct diagnosis. Malignant 
cells were found in one” of the seventeen cases with 
hemopericardium reviewed by Brucker and Glassy.” 


In the roentgenographic examination of the heart 
it is important to distinguish, when possible, peri- 
cardial effusion from cardiac hypertrophy. Fre- 
quently a nob or irregular enlargement may be 
outlined on either the auricle or ventricle giving a 
clue as to the primary nature of the disease of the 
heart. Establishment of pneumopericardium may 
likewise be helpful in the roentgenographic diag- 
nosis of a cardiac tumor. 

The electrocardiographic changes for the most part 
are those of disturbances in the conduction system. 


SUMMARY 


This report describes a case of primary reticulum 
cell sarcoma of the heart in which the clinical signs 
and symptoms of persistent unexplained cardiac 
failure were fairly typical of recorded experience 
with primary cardiac tumors. 


Patients with heart disease who must be hospital- 
ized in hot weather are greatly helped by air-con- 
ditioning of their rooms. They are helped because 
the air-conditioning eliminates sweating, which 
causes the cardiovascular system to work harder than 
usual. Thus it prevents additional strain on an 
already damaged heart. Air-conditioning of hospital 
rooms is also especially helpful to patients with 
chronic illnesses and with bronchial asthma. 

Writing in the May 9th Journal of the American 
Medical Association, Drs. George E. Burch and 
Nicholas DePasquale said air-conditioning as an 
adjunct to regular treatment “has not received the 
emphasis in medical literature that it deserves.” 
They compared two groups of patients treated at 
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Air-Conditioning and Heart Disease 


Reticulum cells are closely related to or identical 
with the histocyte of mononuclear cell. Neoplasms 
having their derivation from this cell therefore may 
occur in almost any tissue in the body. 
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Charity Hospital, New Orleans, in air-conditioned 
and non-air-conditioned wards. They found that 
air-conditioning benefited most patients, although 
a few could not stand it at all. They complained 
of the cold and of having “stuffy” noses. 

The air-conditioning was beneficial to patients 
mainly because they slept more soundly, longer, and 
more restful. Patients who were short of breath 
found it easier to breathe, thus relieving anxiety and 
apprehension. 

On the whole, air-conditioning “eliminated sweat- 
ing, fostered a calm and quiet atmosphere, improved 
morale of both patients and attending personnel, re- 
moved allergens from the environment, and increased 
the tolerance of enforced bed rest.” 
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HE CLINICAL DIAGNOSIS of hyperpara- 
thyroidism is rarely made early in the disease, 
and when symptoms are present they are generally 
due to secondary effects of this endocrinopathy. 
These symptoms are usually caused by the formation 
and passage of renal calculi or the excessive rate 
of mobilization of calcium from bone resulting in 
bone weakness and pain.! Occasionally, hyperpara- 
thyroidism will produce exceedingly high serum cal- 
cium levels leading to the symptoms of intractable 
nausea, vomiting, abdominal pain, and drowsiness 
progressing to coma. This symptom complex has 
been called “hypercalcemic crisis.”* An unusual 
and poorly understood feature of some cases of hyper- 
parathyroidism is the coexistant presence of intract- 
able peptic ulcer.* The following case report illus- 
trates this association. 


CASE REPORT 

E. C., a 23 year old, single NF, was admitted to 
St. Philip Hospital on May 2, 1957, with a chief 
complaint of abdominal pain and hematemesis. In 
March, 1956, she began to have intermittent gnaw- 
ing epigastric pain, usually relieved by ingestion of 
food, but sometimes aggravated by food. She was 
told she had gall bladder disease and placed on a 
low fat diet. This did not affect her major complaint 
and she began to vomit frequently. In August, 1956, 
she was hospitalized at a local hospital and placed 
on an “ulcer diet” for three weeks. However, her 
symptoms did not improve, and in October, 1956, a 
subtotal gastrectomy was performed with removal of 
a large gastric ulcer. Postoperatively she felt better 
and was able to return to her job as a hospital aide, 
but after a month she had to stop work because of 
pain which seemed to originate in her surgical scar 
and radiate around to the right costovertebral angle. 
This pain was most severe at night and was not 
relieved by medication. In April, 1957, she was 
hospitalized again and a G.I. series was said to show 
hypertrophic gastritis. She had one small hemate- 
mesis and was given two units of blood during her 
hospital stay. She was discharged on an ulcer diet 
and felt well for about a week. Following this, her 
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original pain recurred and later, on the day prior 
to her admission to St. Philip, she had a massive 
hematemesis of bright red blood. During the one 
year course of this illness, she lost about 50 pounds. 

On examination she appeared thin and apathetic. 
Her skin was rather rough and mucous membranes 
were pale. Examination was remarkable only in the 
presence of an apical systolic murmur, and the ab- 
sence of abdominal tenderness. Hemoglobin on ad- 
mission was 7.9 gm% with a red blood count of 3.4 
million. Urinalysis was unremarkable. There was 
marked hypochromia of the red blvod cells on blood 
smear. She was placed on milk and cream every 
hour with gradual progression to a 6-feeding diet. 
In addition, she was given 1 unit of whole blood, 
and ferrous sulfate by mouth. On this regimen her 
abdominal pain ceased and her hemoglobin rose to 
near normal levels in three weeks. 


G.I. series on the day after admission showed a 
small gastric stump with an estimated one-quarter 
of the stomach remaining. The mucosal pattern of 
the gastric remnant was roughened. There was a 
large 1x2 cm. ulcer of the efferent jejunal loop about 
2 cm. distal to the anastomosis. Repeat G.I. x-rays 
following therapy showed marked reduction in size 
of this ulcer. Another interesting aspect of this 
patient’s illness came to light when her serum cal- 
cium was found to be 13.2 mgm.% with serum phos- 
phorus of 2.6 mgm.%. Serial determinations of serum 
calcium ranged from 13.3-13.5 mgm.% with phos- 
phorus of 2.8-3.0 mgm.%. She was placed on a 
diet containing less than 200 mgm. of calcium a day 
and after seven days her urinary calcium was de- 
termined on three consecutive days. The values 
ranged from 303 mgm. to 460 mgm. per day or ap- 
proximately 2-3 times the expected normal. The 
diagnosis of hyperparathyroidism was then estab- 
lished on the basis of abnormally elevated serum 
calcium, abnormally depressed serum phosphorus, 
and increased urinary excretion of calcium on a low 
calcium diet. X-ray films of the mandible showed 
an intact lamina dura and skull films showed no 
bony pathology. IVP was entirely normal and 
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barium swallow showed no displacement of or pres- 
sure on the esophagus. 

Surgical exploration of the neck to search for a 
parathyroid adenoma was strongly recommended to 
the patient, but she refused to consent to this pro- 
cedure. At her request she was discharged from the 
hospital on May 25, 1957, and did not return for 
follow-up visits. 

Her symptoms of epigastric pain relieved by food 
accompanied by melena recurred shortly after dis- 
charge from the hospital. In September, 1957, she 
was given several blood transfusions and on October 
11, 1957, she was admitted to a hospital in another 
city because of severe anemia. (Unfortunately, her 
attending physicians were not aware of her hyper- 
parathyroid state.) She had persistent melena and 
abdominal exploration was carried out on October 
28,1957. She was found to have a perforated stomal 
ulcer with localized peritonitis. Surgery was tech- 
nically quite difficult because of her previous opera- 
tion and was followed by serious complications. She 
had to be re-explored on October 31 and November 
12 because of peritonitis and intra-abdominal bleed- 
ing. She did very poorly following surgery and died 
on November 12, 1957. No autopsy was performed 
but during her hospital stay her serium calcium was 
determined on two occasions and found to be 11 and 
14.9 mgm.%. 


DISCUSSION 


Anorexia, vomiting, and epigastric pain as symp- 
toms of hyperparathyroidism were mentioned by Gut- 
man, et al in 1934.7 It was not until 10 years later 
that the association of intractable peptic ulcer and 
hyperparathyroidism was reported.4 There were two 
striking features of these cases which helped to dis- 
tinguish them from the usual peptic ulcer. There 
was frequent vomiting without evidence of pyloric 
obstruction. And secondly, the usual ulcer diet which 
relied heavily on milk and dairy products tended 
to aggravate the vomiting, andrexia, and lethargy. 
This latter effect was clearly a sequela of hyper- 
calcemia. Since these earlier reports the association 
of peptic ulcer and hyperparathyroidism has been 
seen to occur too frequently to be attributed to chance 
alone. Howard has said that 15% of the patients at 
Johns Hopkins Hospital diagnosed as having hyper- 
parathyroidism had coexistent peptic ulcers.6 A re- 
view of 137 cases of hyperparathyroidism at Massa- 
chusetts General Hospital showed 12 cases with pep- 
tic ulcer or an incidence of 8.8%.5 In this group 
follow-up information was available on only seven 
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patients. Two of these patients had gastric surgery 
prior to parathyroidectomy, but the other five patients 
had no recurrence of ulcer symptoms following sur- 
gical correction of hyperparathyroidism. 

The pathogenesis of peptic ulcer in hyperpara- 
thyroidism is not known. Albright points to consti- 
pation and decreased intestinal motility which fre- 
quently accompany hyperparathyroidism. This mo- 
tility disturbance, he believes, prevents healing of 
would be “silent” ulcers, and allows their progres- 
sion to symptomatic ulceration. Another possible 
explanation is suggested by the demonstration of 
calcium precipitation and tiny ulcerations in the 
gastric mucosa of dogs given large doses of parenteral 
parathormone.* However, calcium deposits have not 
been found in the stomachs removed from hyperpara- 
thyroid patients with peptic ulcer. 

Hyperparathyroidism is not frequently seen despite 
certain improvement in the chemical tools used for 
its recognition. When diagnosed cases are reviewed 
retrospectively, one is often able to detect clues 
which had been present at some time during the 
course of the disease and which, if investigated more 
thoroughly at their onset, might have led to an earlier 
diagnosis. Recurrent renal calculi, unexplained back 
pain, fractures of long bones from relatively minor 
trauma—these are leads which may draw the phy- 
sician’s attention to a consideration of the patient’s 
calcium and phosphorus metabolism. It is suggested 
that peptic ulcer which responds unfavorably or 
atypically to the usual medical management should 
be included in the above list of clinical clues to the 
diagnosis of hyperparathyroidism. 


BIBLIOGRAPHY 


1. Bogdanoff, M. D., Woods, A. H., White, J. E., and 
Engel, F. L.: Am. J. Med. 21:53, 1956. 


2. Thomas, W. C., Jr., Wiswell, J. G., Connor, T. B., 
and Howard, J. E.: Am. J. Med. 24:229, 1958. 


3. Rogers, H. M.: J.A.M.A. 130:22, 1946. 


4. Rogers, H. M., Keating, F. R., Morlock, C. G., and 
Barker, N. W.: Arch. Int. Med. 29:307, 1947. 


5. St. Goar, W. T.: J. Clin. Endocrinol. 14:1569, 1955. 


6. Howard, J. E., Follis, R. H., Yendt, E. R., and Connor, 
T. B.: J. Clin. Endocrinol. 13:997, 1953. 


7. Gutman, A. B., Swenson, P. C., and Parsons, W. B.: 
J.A.M.A. 103:87, 1934. 


8. Rutishauser, E. and Majino, G.: Presse med. 61:286, 
1953. 


28 West Franklin Street 
Richmond, Virginia 


} 
ior 
ive 
ne 
ds. 
tic. 
nes 
the 
ab- 
ud- 
3.4 
vas 
0d 
ery 
iet. 
od, 
her 
» to 
da 
rter 
of 
out 
"ays 
size 
this 
cal- 
rum 
ma 
day 
ues 
ap- 
stab- 
orus, 
1 no 
BLY 523 


A Report of Sixteen Cases 


N RECENT YEARS greater palliation of symp- 
tomatic incurable breast carcinoma has become a 
reality because of better utilization of older methods 
of therapy and the addition of certain new methods 
of therapy. These methods of treatment, which still 
must be termed empiric, in that their mode of action 
is as yet obscure, fall into several general categories 
which are: 1, radiation therapy given as conven- 
tional radiation, supervoltage radiation, or radioactive 
isotopes; 2, the administration of hormones such as 
androgens, estrogens and cortisone; and 3, operative 
ablative procedures such as oophorectomy, adrena- 
lectomy and hypophysectomy. It should be remem- 
bered that radiation therapy is still the most effective 
method, both in respect to the percentage of favorable 
responses and duration of response. Therefore, when 
feasible, this form of palliative therapy should be 
the first one used and should be continued for as 
long as it is effective in controlling the disease. 

The use of these methods of therapy are governed 
by general principles evolved from past experience, 
rather than an understanding of the differences in- 
herent in breast cancer or the mechanism of actions 
of the various manipulations. A careful evaluation 
of the particular patient in question is important and 
should include age (specifically in regard to meno- 
pause), extent of the disease, types of metastatic 
involvement and response, favorable or unfavorable, 
to previous procedures. By using the guides of past 
experience and such evaluations, the therapy which 
will yield the greatest palliation in each case may be 
selected. The effects of the procedures thus selected 
must be carefully followed for these bear direct rela- 
tionship to the type of therapy which should be used 
when relapse, which is inevitable, occurs. 


The effectiveness of bilateral adrenalectomy, either 
alone or in combination with bilateral oophorectomy, 
for control of certain breast carcinomas is well es- 
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tablished by numerous reports since the original 
work of Huggins and Bergenstal! in 1952. 

The purpose of this paper is to present the results 
of a group of patients having far-advanced breast 
carcinoma in whom adrenalectomy was used as a 
method of palliation. 


PATIENT SERIES 


Sixteen female patients with uncontrolled breast 
carcinoma had bilateral adrenalectomy as a palliative 
procedure. The type of original therapy which they 
had received is shown in Table I. Bilateral oophorec- 


TABLE I: ADRENALECTOMY—ORIGINAL THERAPY 


Radical Mastectomy and X-ray __-----_..-.-------- 5 
Radical Mastectomy and Castration 1 
Radical Mastectomy, Castration and X-ray__..._-___-_-_ 1 
Radical Mastectomy, X-ray and Hormones ________ _- 

Simple Mastectomy and X-ray -.__--_----___----_.._ 1 


CAsEs 16 


tomy was combined with adrenalectomy in meno- 
pausal or premenopausal patients” who had not pre- 
viously had oophorectomy. There were 13 patients 
who had recurrent disease following radical mastec- 
tomy which had failed to respond to other forms of 
palliative therapy or had relapsed after effective pre- 
vious palliative measures. Two patients, because of 
far-advanced disease when first seen, did not have 
definitive breast surgery and were uncontrolled by 
other palliative procedures. One patient, because of 
far-advanced, widespread, rapidly progressive dis- 
ease had adrenalectomy and oophorectomy as the first 
type of therapy. The youngest patient was 34 years 
of age, the oldest 67, with the average age being 53 
years. Seven patients were premenopausal; two were 
menopausal, all but one of whom had prophylactic 
or therapeutic oophorectomy before adrenalectomy; 
and seven patients had a normal menopause before 
adrenalectomy. Table II indicates the menstrual 
status of these patients. 
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Tasie Il: Menstruat STATUS 


PREMENOPAUSAL 
Prophylactic Castration __________-__-___ 2 
Therapeutic Castration 5 
7 
MENOPAUSAL 
Therapeutic Castration 1 
Castration with Adrenalectomy 
2 
PosTMENOPAUSAL 7 


CAsEs 16 


The palliative procedures used between the initial 
treatment and adrenalectomy are listed in Table ITI. 


II]: PALLIATIVE PRocEDURES* FOLLOWING ORIGINAL 
THERAPY BEFORE ADRENALECTOMY 


Comralsteral Mastectomy... 2 


*Of sixteen patients, ten had eighteen palliative procedures 


TaBLe 1V: ADRENALECTOMY (DISTRIBUTION OF METASTATIC 


* 
Bone Disease _____- 
8 


*Eleven patients had multiple sites, and five patients had a 
single site of disease. 


Hormonal therapy was used in two patients prior 
to adrenalectomy, androgen is one with a favorable 
response, estrogens in another without effect. Two 
patients had previous hypophysectomy which failed 
to control their disease. The distribution of the 
metastatic lesions is shown in Table IV. Eleven of 
the 16 patients had multiple sites of metastatic in- 
volvement and five had only a single demonstrable 
site of metastatic involvement. 


CRITERIA FOR SELECTION OF PATIENTS 


Poor operative risk patients were not excluded, 
whether their increased risk was due to unrelated 
organic disease or to the far-advanced nature of the 
metastatic disease. It is not our general policy to 
advise adrenalectomy until the patient’s disease can 
no longer be controlled by radiation therapy when 
applicable. The only patients that had adrenalec- 
tomy before the effectiveness of x-ray therapy had 
been exhausted were those who had widespread 
metastatic and local disease. Premenopausal patients 
all had oophorectomy before adrenalectomy either as 
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a prophylactive procedure at the time of their initial 
treatment or as the first form of palliation for recur- 
rent disease. Menopausal patients had adrenalec- 
tomy and oophorectomy as a combined procedure. 
Those who were more than five years postmenopausal 
had only adrenalectomy. 

The criteria for the selection of patients who will 
have regression of tumor by adrenalectomy are not 
clear but there are certain indications which help in 
predicting to some extent the chance of a remission 
following removal of the adrenals. The most impor- 
tant of these is the patient’s response to oophorectomy. 
About 40 per cent of patients who have had a favor- 
able response to oophorectomy will have another re- 
mission following adrenalectomy. Metastatic bone dis- 
ease, especially if it had responded well to androgens, 
is more likely to regress following adrenalectomy than 
soft tissue disease although the latter may sometimes 
respond dramatically. The presence of extensive 
metastatic involvement of the liver, symptomatic in- 
tracranial metastases, and diffuse infiltrative pulmo- 
nary involvement with reduced vital capacity are con- 
sidered contra-indications to adrenalectomy. The 
presence of nodular pulmonary metasases or pleural 
effusion, however, are not necessarily considered a 
deterrant to this surgery.*3-4 


OPERATIVE PROCEDURE 


The usual preoperative evaluation was carried out 
in all patients. Anemia and decreased blood volume 
were corrected by transfusion. Thoracentesis and 
the occasional instillation of radioactive gold were 
used preoperatively to improve vital capacity if this 
had been decreased by pleural effusion. To improve 
one patient’s condition sufficiently to permit opera- 
tion, cobalt therapy was employed for a mediastinal 
metastasis which was causing a superior mediastinal 
syndrome. 

The evening prior to operation, all patients re- 
ceived 100 mg. of cortisone intramuscularly three 
times at four-hour intervals. The morning of opera- 
tion each received 100 mg. of cortisone per os and 
100 mg. intramuscularly. General endotracheal 
anesthesia was used in all cases. 

Adrenalectomy can be readily accomplished either 
transabdominally or through lumbar incisions over 
the eleventh or twelfth ribs. The abdominal approach 
was used for those patients who were to have bilateral 
oophorectomy in conjunction with adrenalectomy. A 
long transverse incision midway between the xiphoid 
and umbilicus and extending to each flank gave ex- 
cellent exposure even in the obese patient. A Kocher 
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incision was made in the posterior parietal peri- 
toneum and the duodenum and head of the pancreas 
were mobilized. These structures were then retracted 
to the left and downward. The posterior edge of the 
right lobe of the liver which was protected by a 
laparotomy pad was retracted cephalad. The right 
kidney was retracted inferiorly to expose the right 
adrenal. The dissection of the gland was accom- 
plished taking great care to leave the capsule intact. 
The vessels, both venous and arterial, were ligated 
in continuity and divided. Exposure of the left 


adrenal for a similar dissection was through the - 


gastrocolic omentum, with retraction of the stomach 
upward and the spleen and tail of the pancreas down- 
ward. The left kidney was retracted inferiorly to 
bring the adrenal down and to the left. 

Those patients with extensive liver metastases who 
had undergone oophorectomy were operated upon 
through lumbar incisions. These patients were placed 
prone on the table and secured with straps, shoulder 
and lateral chest braces in order to tilt and flex the 
table sufficiently to gain excellent exposure for either 
the right or left gland without repositioning and 
draping the patient. In each case, the eleventh or 
twelfth rib was resected and the retroperitoneal space 
about the kidney on each side was entered through 
the most dependent portion of the incision to avoid 
inadvertent entrance into the pleural cavity. Inferior 
traction on the kidaey brought the adrenals down 


and facilitated exposure of their superior and medial 
surfaces. 


COMPLICATIONS 


The two complications encountered were hemor- 
rhage and entrance into the pleural cavity. Intra- 
tracheal anesthesia was used in all patients and en- 
trance into one or both pleural cavities was promptly 
recognized, closed and the air removed from the 
pleural cavity. Hemorrhage of note was from two 
sources: Injury to the vena cava and damage to 
the spleen. Blood replacement was utilized and rents 
in the vena cava were closed with minimal difficulty 
by suture, and bleeding from the damaged spleen 
was controlled by splenectomy. Pancreatic injury 
was not a problem. Hypotension was a hazard only 
when blood replacement was not prompt and ade- 
quate. In two patients in whom hypotension per- 
sisted in spite of what was thought to be adequate 
replacement, 10C@ mg. of cortisone was given intra- 
venously in 5% glucose as a drip over a period of 
several hours with satisfactory response. 

Postoperatively, each patient’s intake and output 
was charted hourly. Intravenous infusion of 5% 
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glucose at a rate of 100 cc. per hour was administered 
for the first 48 hours. Cortisone, 50 mg. intramus- 
cularly, was given every four hours. On the second 
or third postoperative day, if the postoperative ileus 
had subsided, the patients were placed on a salt-free 
liquid diet which was increased if well tolerated. 
Cortisone was then given by mouth rather than 
parenterally and was decreased 50 mg. per day start- 
ing on the third postoperative day until a main- 
tenance dose of 50 mg. per 24 hours was reached. 


RESULTS 


The results of adrenalectomy were assessed both in 
regard to subjective and objective effects. We believe 
that subjective responses as manifested by relief of 
pain, increased sense of well-being, decrease in cough 
and dyspnea, and weight gain should not be consid- 
ered improvement if there is progression of the dis- 
ease as evidenced by recurrent lesions or the appear- 
ance of new sites of disease. Subjective improvement 
in the absence of objective improvement of the dis- 
ease is also of questionable importance. For our pur- 
poses, only those patients showing subjective and 
objective improvement are considered definitely to 
have been favorably influenced by adrenalectomy. 
The regression of soft tissue, visceral or bone lesions 
and the absence of new lesions constituted a favor- 
able response. When there was progression of one 
type of lesion and regression of others, the response 
was not considered favorable. 

The duration of survival for the group of sixteen 


TABLE V: ADRENALECTOMY: DEATHS AND SURVIVALS 
DEATHS 


Less than three months _________-______-__ 4 
Six to twelve months 2 
10 
SURVIVALS 
ese thee tres 3 
Six to twelve months __-_______________ 2 
6 


Torat CAsEs 16 


patients is shown in Table V. There was one opera- 
tive death in the group of sixteen patients because 
of a cardiovascular accident during or shortly after 
the operative procedure. This patient had previously 
undergone hypophysectomy, which was incomplete, 
for advanced metastatic bone disease with multiple 
fractures. All other patients survived for over thirty 
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days regardless of surgical response. Nine patients 
that lived one to seven months following the adre- 
nalectomy did not have a satisfactory response to the 
procedure. (Table VI) The eight patients with vis- 


TABLE VI: REsPONSE TO ADRENALECTOMY 


No Response or Operative Death __--__-___-.--_-... 9 
Remission of Soft Tissue Lesions; 

Progression of Bone Lesions 


Torat Cases 16 


ceral metastasis, three of whom had liver metastasis 
were all in this group. One of the patients survived 
eight months after operation. She had a favorable 
initial subjective and objective response of both soft 
tissue and bone lesions; however, there was later 
marked progression of the bone lesions but continued 
regression of the soft tissue lesions. Four patients 
survived six to over twelve months with evidence of 
both subjective and objective improvements. Two 
of these four had predominately bone lesions; one 
had both widespread bone and soft tissue disease; 
and one had bone, soft tissue and pleural metastases 
with pleural effusion. All returned to their usual 
daily routine with few limitations. In two patients, 
the procedure was too recent to determine the re- 
sponse. 

Maintenance of the patients on cortisone, 50 mg. 
daily, has given rise to minimal difficulty. On one 
or two occasions, because of intercurrent infections 
such as influenza, pneumonia, or gastro-enteritis, hos- 
pital care has been required for a day or two for 
increased cortisone administration parenterally to 
prevent “adrenal insufficiency”. 


SUMMARY 


Adrenalectomy, alone or combined with oophorec- 
tomy, offers significant palliation for certain patients 
having far-advanced breast carcinoma. The pro- 
cedure can be accomplished with an acceptable op- 
erative risk even in patients who have not only far- 
advanced malignant disease but whose condition is 
further complicated by associated organic disease as 
well. The criteria for the selection of candidates 
who will benefit from these procedures are not well 
established but the use of certain principles predict 
to some extent the type of response which may be 
expected. 

The improvement is thought to be due to the reduc- 
tion of estrogens. This is confirmed in part by the 
fact that those patients who have shown a favorable 
response to a previous manipulation with reduction 
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of estrogens, are most likely to have another remis- 
sion following adrenalectomy. These are patients 
who very likely have been benefited by castration, 
testosterone, or corticosteroids. This is not without 
exception, however, for failure to respond previously 
to one or more of these procedures does not preclude 
a good result following adrenalectomy, though the 
chance is less. Conversely, an excellent response fol- 
lowing a previous procedure which decreased estro- 
gens does not assure the same result following adre- 
nalectomy,?*4 

The likelihood of benefit following adrenalectomy 
is influenced at least in part by the type of metastatic 
involvement. Liver and visceral metastatic disease 
show little response and perhaps the procedure should 
not be offered in this group of patients. Metastatic 
bone disease is more frequently influenced and soft 
tissue lesions, in a fair percentage of cases. Adhering 
to these principles, this procedure can be accom- 
plished without undue risk or sequellae and in 40 
per cent of cases, will result in six to twelve months’ 
remission of breast carcinoma.** 


CONCLUSIONS 


1. Sixteen cases of adrenalectomy or adrenalec- 
tomy combined with oophorectomy for far-advanced 
carcinoma of the breast have been reported. 

2. There was one operative death (first 30 days 
postoperative) in the group of 16 patients. 

3. There were no major operative or postoperative 
complications. 

4. Four of the 16 patients had a remission of their 
disease as evidenced both by objective and subjective 
findings for a period of six to over 12 months. 

5. Some of the indications and principles for the 
use of adrenalectomy as a palliative procedure in 
far-advanced breast carcinoma have been discussed. 
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Cholecystostomy 
A Modern Reappraisal 


| HE SURGICAL LITERATURE is replete with 
| reviews of the treatment of acute cholecystitis. 
Stone and Owings! in 1933 felt that prompt surgical 


intervention was the procedure of choice in all types 

of acute cholecystitis and that cholecystectomy almost 

without exception could be performed. Dunphy and 

Ross* in 1949 advocated the policy of individual 

management, and in a series of 134 patients operated 

upon for acute cholecystitis, cholecystectomy was 
| performed in 114 cases with no operative deaths. 
Cholecystostomy was undertaken in 20 of the 134 
cases with two operative deaths. Buxton and his co- 
workers in a series of 109 cases of acute cholecystitis 
found that 45 per cent had a palpable gallbladder. 
In the series, 42 had cholecystectomy with an opera- 
tive mortality of 11.9 per cent. There were 31 pa- 
tients with a simple drainage of gallbladder with 
a 9.6 per cent mortality. Of 36 patients without 
operation, three died. Ransom® feels that in general 
a conservative approach to acute cholecystitis should 
be employed and lists indications for prompt opera- 
tion in acute cholecystitis. 


We agree that cholecystectomy is generally the 
treatment of choice for the majority of the morbid 
conditions of the gallbladder and routinely employ 
this procedure for cholelithiasis as well as acute and 


chronic cholecystitis. With the increasing population 
of the older age group, we feel it is well to re-empha- 
size the value of cholecystostomy in certain situa- 
tions. In the Winchester Memorial Hospital in the 
four years 1955 to 1958 inclusive there have been 
332 cholecystectomies and only 15 cholecystostomies 
for a ratio of 22 to 1 in favor of removal of gall- 
bladder. 


Case 1—82 year old white male with 4-5 year his- 
tory of fatty food intolerance. Twenty-four hour 
history of indigestion, vomiting RUQ pain, RUQ 
tenderness, palpable gallbladder, temperature 100, 
pulse 100 and WBC 21,000. The gallbladder was 
readily identified, white bile aspirated and a large 
mushy stone near the neck removed after which puru- 
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lent material and then clear bile was encountered. 


Case 2—68 year old white female with intermit- 
tent colic for 20 years. Fatty food intolerance for 
one week with pain, fever and anorexia. Tempera- 
ture 102.6, pulse 92, general abdominal tenderness 
most marked in RUQ with a mass 5 c.m. below the 
costal margin. A red injected gallbladder with foul 
pus, many stones and a positive E coli culture en- 
countered at surgery. 

Case 3—59 year old white female who five months 
previously was hospitalized because of arterioscle- 
rotic heart disease, first degree heart block, coronary 
insufficiency and pulmonary emphysema. On digi- 
talis. Recurrent attacks of gallbladder colic for 16 
years with a severe attack 24 hours prior to admis- 
sion. A palpable gallbladder was opened, white bile 
and stones encountered. Following removal of the 
stone impacting the cystic duct, yellow bile noted. 

Case 4—70 year old white female who had a cere- 
bral vascular accident six years previously, a coro- 
nary thrombosis three years previously and been 
admitted five months before surgery because of RUQ 
pain, nausea and vomiting. At that time her blood 
pressure was 250-110, x-ray showed a solitary gall- 
stone and conservative therapy advised. On 10-15- 
58, because of three day history of right upper ab- 
dominal pain her physician diagnosed gallbladder 
colic and referred her to the hospital. X-ray showed 
evidence of pulmonary infarct and because of con- 
siderable hemoptysis we made this diagnosis, treated 
her with anticoagulants and she improved. Because 
of the presence of the gallstone, it was removed under 
local uneventfully on her eighth hospital day. 

Case 5—44 year old white female with an acute 
attack of syncope and mild right upper quadrant 
pain. She had been treated for hypertension, B.P. 
210-120. She had marked pelvic relaxation and 
chronic cervicitis. Cholecystogram revealed a soli- 
tary gallstone. She underwent D and C with A-P 
repair and total abdominal hysterectomy. At the 
same time through a stab wound and fundus of the 
gallbladder was delivered in right upper quadrant 
and the stone removed. 
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These cases represent three types of situations that 
may arise which justify cholecystostomy. The first 
three cases typify an initial acute or recurrent acute 
cholecystitis in a patient troubled sufficiently to con- 
sult his family physician and be hospitalized. Each 
patient had findings on history or physical examina- 
tion to suggest cholecystectomy would be fraught 
with appreciable morbidity and mortality. Case four 
represents an individual with cholelithiasis whose 
recurrent symptoms are attributed to this, but who 
has quite definite medical contraindications to cho- 
lecystectomy. It would seem that our patient’s symp- 
toms, in all probability, were due to the medical 
condition, namely a pulmonary infarct, rather than 
gallstones. The third type of situation is one in 
which multiple intra-abdominal procedures are sur- 
gically advisable. Because a solitary gallstone was 
relatively asymptomatic, we thought its removal, at- 
tended with no increased morbidity or mortality, 
seemed justified. 


The technique bears review. It is by no means 
original, but to our knowledge has not been em- 
phasized adequately. The patient is given preopera- 
tive medication, the intercostal nerves 6, 7, 8, 9, and 
10 are injected with 5 c.c. of 1% Xylocaine, and the 
right upper abdomen is prepared. It is important to 
allow 10 minutes for the anesthesia to have effect. 
In most instances the gallbladder is palpable. An 
incision approximately 3 c.m. in length is made im- 
mediately overlying the gallbladder. The anterior 
rectus sheath, muscle, and the peritoneum are in- 
cised in the line of the skin incision transversely. 
The gallbladder is readily grasped at the fundus with 
an Allis forcep and delivered into the wound. Two 
half pursestring sutures of intestinal atraumatic cat- 
gut are placed so that the suture ends are at the left 
and right extent of the gallbladder exposure. The 
assistant ties the two on the left together and the 
gallbladder is then carefully opened. Cultures are 
obtained, the contents evacuated, and generaliy with 
a finger inside the gallbladder it is possible to re- 
move all of the stones without peritoneal soiling. 
We would not hesitate to help extract stones by 
palpating along the exterior of the gallbladder if this 
is necessary. When all of the stones have been re- 
moved, a #16 straight French catheter is placed 
in the gallbladder, the pursestring is tied snugly, and 
the suture ends used to anchor the corners of the 
gall bladder to the posterior rectus sheath. Prior to 
this, a liver biopsy may be obtained if advisable. 
Several additional sutures are used to close the wound 
and the catheter is anchored to the skin. The use of 
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a relatively small straight catheter in our hands has 
afforded adequate drainage and has resulted in 
prompt cessation of bile leakage following its re- 
moval. Originally a larger mushroom type catheter 
was employed but it has been followed by prolonged 
drainage of bile on several occasions. Cholangio- 
graphy is readily performed and may give added in- 
formation with respect to the biliary tree if clinically 
this seems advisable. 


DISCUSSION 


The results in these few cases to date have been 
most gratifying and no patient has symptoms sug- 
gestive of residual or recurrent stones. That they 
would develop in a certain percentage of cases is 
undeniable, but because the life expectancy of pa- 
tients selected for this procedure is short, we feel the 
chances for further biliary tract trouble are not great. 
The employment of local anesthesia and a small 
incision in a poor risk patient results in a negligible 
mortality and morbidity incident to cholecystostomy. 


Granted it is not an optimal procedure for calcareous 
biliary disease, it immediately affords decompression 


of the gallbladder, does not require general anes- 
thesia, and does not subject the patient to pain and 
complications incident to a large abdominal incision. 


SUMMARY 


(1) An increased number of patients present 
themselves with acute cholecystitis, a palpable gall- 
bladder, and medical contraindications for chole- 
cystectomy. 

(2) A technique for cholecystostomy employing 
local anesthesia, a small incision, and a relatively 
small tube seem justified in selected patients. 

(3) In our hands this procedure has proved satis- 
factory. 
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Pre-Paid Medical Care... . 


Educating the Public 

Through public education programs the Blue 
Cross Plans of Richmond and Roanoke have been 
attempting to’ impress their subscribers about the 
results of abuses of pre-paid services. Messages in 
newspapers aimed to 600,000 members have cau- 
tioned the public to relax its pressure on doctors for 
unnecessary hospital admissions when care on an 
out-patient basis would be sufficient. Editors of key 
dailies have also voiced support through editorials. 

The Richmond Plan points out that its hospital 
admission rate is 13.6 per cent above the national 
average of Blue Cross Plans and that the number 
of patient-days per 1,000 members is 20 per cent 
above the national level. Feeling the effects of back- 
to-back rate increases in 1958 and 1959 that doubled 
Blue Cross rates since 1957, this Plan is now taking 
its case directly to the public in an effort to avoid 
putting Blue Cross out of the reach of the working 
man. During the last two years the number of pa- 
tient-days paid for by the Plan jumped from 1,060 
to 1,249 per 1,000 members per year. 

There has been a decided change in the public’s 
attitude about going to the hospital and there have 
been many changes in medical practices, but perhaps 
the biggest threat to keeping Virginia hospital usage 
in line with the national average is the increase in 
the number of hospital beds. Supporting this con- 
clusion is the fact that the Richmond Plan’s Member 
hospitals have increased the total number of hospital 
beds by 20 per cent in the past five years. Adding to 
the problem is that even more hospitals still are 
being constructed in the area covered by the Plan. 

Without infringing on the right of physicians to 
make use of hospital facilities as they may prescribe, 
the two Plans are emphasizing the distinct relation- 
ship between hospital bed usage and the rates that 
Blue Cross must charge. The newspaper advertise- 
ments have suggested that the Blue Cross Plans can 
best serve the individual if he follows his doctors 
recommendations as to whether he should receive care 
in the hospital or at home. The messages have con- 
cluded, “Because we know that you value the liberal 
protection that Blue Cross affords you, we ask for 
your cooperation in preserving the proven principles 
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of Blue Cross by following your physician’s advice.” 
Both Richmond newspapers, largest dailies in the 
State, responded to the messages. The Richmond 
News Leader editorially commented that with proper 
use Blue Cross can be of benefit to all individuals. 
It urged that with proper restraint, born of self- 
interest, the program could be kept within the reach 
of almost everyone. The Editorial observed: “Unless 
one is to believe that Virginians are uncommonly 
susceptible to serious illness, the plain fact is that 
some Blue Cross members are going to the hospital 
when they have no business there. Once admitted and 
comfortably ensconced, these grifters stay long past 
the time it would take to cure any ills, real or 
imagined. Thus persons who are actually ill may 
be denied hospital beds for lack of space, while 
honest suckers, who don’t use the hospital as a rest 
home, foot the bill for their selfish fellow. members.” 
In an editorial entitled, “Too Quick To Go To 
Hospital ?”, the Richmond Times-Dispatch made a 
discrete inquiry about the part that doctors may have 
in the problem of high utilization. The writer con- 
cluded: “Blue Cross’ own analysis is that ‘undue 
pressure is being put on doctors to recommend hos- 
pitalization against their better judgment in cases 
where out-patient, home, or office care would suf- 
fice’. The statement fails to mention the possibility 
that sometimes it may be the doctors who, knowing 
their patients have Blue Cross coverage, encourage 
them to go to hospitals when they could be treated 
at home or in the doctors’ offices. Whatever the cause, 
unnecessary hospitalization is undesirable for the 
reasons above. Blue Cross members—and their doc- 
tors—could help hold down the cost of Blue Cross 
coverage by declining to use hospitals simply as a 
convenience in cases of relatively minor illness.” 
Now Blue Cross Members are being asked to take 
their part of the responsibility for high utilization 
by following their physicians’ advice regarding ad- 
mission or extended stays for convalescence. The 
Plans do not accept the idea that a few doctors are 
causing the problem. They would stand out quite 
conspicuously in Blue Cross records. If anything, 
it has been “a little rationalization in judgment” by 
a great number of doctors that has pushed the Vir- 
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ginia Plans’ patient-days considerably above the 
national average. The doctor’s decision to admit 
a patient may be for any one of a dozen reasons that 
supports his initial examination, and, with extra beds 
available, the odds proportionately favor admission 
to the hospital instead of ambulatory care. Without 
available beds, there would be no decision to make 
and the care would be rendered on an out-patient 
basis; when there is no waiting for beds, borderline 
cases make up an increasing portion of the hospitals’ 
patient-load. 

Blue Cross in Virginia wants its members to real- 


The serious consequences of swallowing lye can 
be prevented by the use of antibiotics and artificial 
hormones, according to two Delaware doctors. In 
fact, the treatment—combining tetracycline and pred- 
nisone—produced “uniformly good” results in 13 
children who had swallowed lye-containing sub- 
stances. 

Lye, which burns the esophagus when swallowed, 
is the fifth leading cause of poisoning among those 
under 19 years of age, Drs. Charles L. Miller and 
Robert O. Y. Warren, Wilmington, said in the July 
25th Journal of the American Medical Association. 

After the lye is swallowed, the esophagus becomes 
swollen and inflamed, which interferes with swal- 
lowing. This is followed by a period of normal 
swallowing until scar tissue gradually forms and 
obstructs the esophagus. Untreated, the esophagus 
completely closes and the patient dies of dehydration 
and starvation. 


Until recently treatment consisted of surgery or 
the mechanical opening of the esophagus. Now the 
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New Treatment for Esophageal Lye Burns 


ize that it is they who are paying the cost of neces- 
sary and not-so-necessary services alike. The med- 
ical profession in Virginia is well aware of the ever- 
present threat of government in medicine; it would 
be repetitious to point out that when the average fam- 
ily budget can no longer stand the cost of Blue Cross- 
Blue Shield, ambitious politicians will attempt to 
fill the vacuum with federal schemes. But the Plans 
firmly believe that anything they can do to help cor- 
rect misunderstandings which may be dragging the 
country toward socialized medicine is worth spot- 
lighting for everyone’s consideration. 


daily oral doses of antibiotics and steroids help heal 
the burns and prevent the development of scar tis- 
sue. The antibiotic is used to prevent infection in 
the burned area. Prednisone, a derivative of cor- 
tisone, speeds healing through its effect on the glan- 
dular system, which controls the body’s reaction to 
such stresses as burns. 

Feeding tubes were used for the first three days. 
After that the children ate soft diets for three weeks 
before returning to general diets. 

None of the 13 children showed any narrowing of 
the esophagus after treatment. Follow-ups three 
months to three and a half years later also showed 
no subsequent narrowing. 

In conclusion, the doctors said, “Despite the fact 
that the more severe consequences of lye ingestion 
can be averted with proper and early treatment in 
most cases, it is still a serious problem. The real 
answer lies in the field of prevention, especially 
through dissemination to the public of information 
about the dangers inherent in leaving poisonous sub- 
stances within the reach of children.” 
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Public Health.... 


Diphtheria 

Diphtheria is a disease that has caused great con- 
cern throughout the years and still causes concern 
because of the complacency that exists with reduction 
in the annual number of cases brought about by use 
of preventive vaccine. The Public Health Service 
considers it so important to follow diphtheria that it 
maintains a Surveillance Unit to review the cases 
that are reported in the United States. 

It is interesting to have a look at the morbidity 
and mortality of diphtheria in Virginia during the 
past 10 years. 

DIPHTHERIA IN VIRGINIA, NUMBERS OF REPORTED CASES 

AND DEATHS, 1949-1958 
1949 1950 1951 1952 1953 1954 1955 1956 1957 1958 
Cases 220 192 194 166 97 36 45 32 22 33 
Deaths 12. 11 $8 11 + 5 + 1 + + 

The general pattern of prevalence follows the 
seasonal variation that is expected with periods of 
highest incidence during the fall and winter months. 
Through the ten years listed above several counties 
and three cities have reported the greatest number of 
cases. The fact that a county is essentially rural or 
that it has a large Negro population contributes to 
a higher incidence. 

An analysis of the cases reported in 1958 shows 
the following: 

Patients on whom a Schick test was done and 


Patients who had received no immunization _____ 14 
Patients who had been given 1 dose of DPT --___ 4 


Patients who had had 2 doses of DPT __-----. 2 
Patients who had taken 3 doses of DPT but no 
Patients who had taken the series of 3 DPT’s 
(The diagnosis of one of these was confirmed by 
laboratory examination and the other was diag- 
nosed clinically only) 
Patients with no information on immunization 
33 


Four deaths were reported in the 33 cases. One 
of these was a white male 67 years of age and an- 
other a white female 82 years old. Both were housed 
in an institution and there was no laboratory con- 
firmation in either case. 
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It has been thoroughly established that the re- 
markable reduction in diphtheria morbidity that 
has occurred throughout the country, together with 
the resulting reduction in mortality, has been brought 
about by the widespread use of agents which pro- 
duce active immunization. Because diphtheria is 
primarily a disease of infancy and childhood, pro- 
tection should be established early in life. 

When the ievel of antibodies circulating in the 
blood stream falls below the protective level, the in- 
dividual needs an additional injection and it is 
essential to maintain immunity by giving booster 
doses at regular intervals. This is particularly true 
when the primary immunization has been established 
in infancy when the first booster should be given no 
longer than 18 months following the initial series of 
three injections. After this the circulating antibody 
level falls more slowly and a second booster is not 
given until the child enters school. While the usual 
interval suggested before the first booster is usually 
one year, it may be given as early as six months after 
the primary series with excellent response. An indi- 
vidual is capable of responding to an injection for 
many years. In fact, there is never need to repeat 
the primary series because response follows a booster 
dose whenever it is given. Without the booster, how- 
ever, the level of immunity can be so low that the 
individual can contract the disease when exposed. 

Because older children and adults reacted so se- 
verely to doses of toxoid, its use was practically 
discontinued after a person reached the age of 10 
years. Recent reviews and reports have presented 
the fact that adults have become increasingly sus- 
ceptible to diphtheria. This has been shown by both 
Schick test surveys and by outbreaks of diphtheria 
involving a high proportion of adults. It calls for 
the protection of older age groups. Studies have 
shown that greatly diluted toxoid, permitting very 
small amounts in a dose, may be used without fear 
of producing reactions. The Armed Forces of the 
United States have been using this method for a 
number of years to protect its young adults against 
diphtheria and neither systemic nor local reactions 
have been observed. A booster dose, using this ma- 
terial, may be given at 10 years of age, again at 15 
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years, and thereafter about every 10 years to main- 
tain immunity through life. This ultrarefined and 
more highly diluted toxoid may be obtained com- 
mercially. 

It is fortunate that immunizations against diph- 
theria, pertussis, and tetanus can be carried out at 
the same time through use of diphtheria and teta- 
nus toxoids and pertussis vaccine dispensed in a 
single vial. Immunization with DPT is safe, even 
for allergic children. For the latter, the usual 
methods of injection may be used during the first 
few years of life but highly sensitive older chil- 
dren should be given small, frequent intramus- 
cular or intradermal injections. After 10 years of age 
only DT with the ultrarefined and more highly di- 
luted diphtheria toxoid should be used. It is no 
longer important to have the P, pertussis vaccine, at 
this period of life. 

A positive Schick test does not always indicate lack 
of immunity to diphtheria nor does a negative reac- 
tion always indicate that the individual has devel- 
oped sufficient immunity to protect him against the 
disease. The test has value in the hands of physi- 
cians skilled in its use but, generally speaking, it is 
difficult to administer on a large scale and difficult 
to interpret. It is rarely used now. A history of 
active immunization with booster doses given at 
scheduled intervals is of greater value. Finding and 
treating diphtheria carriers with antibiotics is im- 
portant in preventing spread of the disease. Con- 
tacts of clinical cases should have throat and naso- 
pharyngeal cultures taken for examination. 

The schedule for routine immunization with DPT 
is, in the case of infants and children, based on the 
suggestion of the Committee on the Control of In- 
fectious Diseases of the American Academy of Pe- 
diatrics. Included in this schedule are immunizations 
against smallpox and poliomyelitis: 


1 to 2 months of age 0.5 cc DPT 
2 to 3 months of age 0.5 cc DPT and 

1.0 cc Poliomyelitis vaccine 
3 to 4 months of age 0.5 cc DPT and 

Smallpox vaccination 
10 to 12 months of age 1.0 cc Poliomyelitis vaccine 
16 to 18 months of age 0.5 cc DPT 
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22 to 24 months of age 1.0 cc Poliomyelitis vaccine 

5 to 6 years of age 0.5 cc DPT 

10 to 11 years of age 0.5 ce DT, (ultrarefined and 
D diluted for small dose) 

15 to 16 years of age 0.5 cc DT (ultrarefined and 
D diluted for small dose) 

Each 10 years thereafter 0.5 cc DT (ultrarefined and 
D diluted for small dose) 


The very fact that the morbidity of diphtheria has 
been lowered so greatly increases the susceptibility 
of the population because lessened contact of indi- 
viduals with diphtheria organisms prevents the stim- 
ulation necessary in the development of immunity. 
The picture of a highly susceptible population with 
the presence of virulent bacteria of diphtheria in its 
midst is not pleasing or happy. This-situation em- 
phasizes the need to establish and maintain active 
immunization in a broad segment of our people 
through the use of toxoid injections. It is the duty 
of every physician to know the immunization status 
of every one of his patients, be he pediatrician, gen- 
eral practitioner, or clinic physician and be the patient 
an infant of two months, a child, an adolescent, a 
juvenile, or an adult. Until this is done and every 
individual is actively immunized and his immunity 
is stimulated at regular intervals, we can expect to 
encounter diphtheria. We should remember that 
wherever we meet diphtheria we find deaths from 
this infection. Let us prevent morbidity and mor- 
tality from diphtheria! 


MonTHLY REPORT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 
Jan.- Jan.- 
July July July July 
1959 1958 1959 1958 


Brucellosis 2 2 16 13 
0 6 13 
Hepatitis 43 24 250 163 
Measles 622. 1289 14294 20701 
Meningococcal! Infections - 5 9 61 55 
Meningitis (Other) 21 15 140 
Poliomyelitis 24 16 +0 2 

Rabies (In Animals) : 7 11 1% 200 
Rocky Mountain Spotted Fever 14 8 25 18 
Streptococcal Infections 345-281 €292 4680 

Typhoid Fever 0 2 il 16 
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Mental Health .... 


The Mobile Psychiatric Clinic of the De- 
partment of Mental Hygiene and Hos- 
pitals 


There is no single cause of juvenile delinquencies; 
there is no simple “cure”. Little is known of the 
ways of prevention. Those who work with these 
children work in an eclectic confusion, where prob- 
lems of the present take precedence over basic re- 
search and long-range planning efforts to integrate 
the approaches of several disciplines into one func- 
tioning whole, aimed at the efficient handling of 
the problems. There is so little known of the ways 
in which the tangle of interpersonal relationships 
involving the child and his parents (or lack of par- 
ents) family, peers and community, result in the 
court appearance that officially confers the appela- 
tion of Juvenile Delinquent. 

In 1954 the Legislature of the State of Virginia 
established the Mobile Psychiatric Clinic to provide 
the services of a psychiatric out-patient clinic to the 
industrial training schools and the Child Care Bu- 
reau of the Youth Services Division of the State 
Department of Welfare and Institutions. This Statute 
also made provisions for the training of personnel, 
and research, in the field of juvenile delinquency. At 
any given time there are approximately 1,300 young- 
sters in the program of Youth Services Division, 
with a yearly admittance rate of approximately 1,200. 
These children range in age from 8 to 21, with the 
majority being between 13-17. They have been 
committed to the State from the local juvenile courts 
and are housed in the four industrial training schools 
of Beaumont School for Boys (white), Bon Air 
School for Girls (white), Hanover School for Boys 
(colored), and Janie Porter Barrett School for Girls 
(colored), and the foster homes maintained by the 
Child Care Bureau in the Richmond and Roanoke 
areas. Intake Study Units are located in three of 
the schools, while the Intake Study Unit for white 
boys is in Chesterfield County. 

The staff of the Mobile Psychiatric Clinic at first 
consisted of one half-time psychiatrist and one full- 


Denton, Patricia R., M.D., Psychiatrist-Director, Mo- 
bile Psychiatric Clinic, Richmond, Virginia. 

Approved for publication by Commissioner, Department 
of Mental Hygiene and Hospitals. 
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time psychologist. This has been augmented over the 
past four years to include, at present, 1 psychiatrist, 
3 psychologists, and 2 psychiatric social workers, all 
full-time. The headquarters of the Clinic is at 601 
Spring Street in Richmond; periodic visits are made 
by staff personnel to the training schools. 

With the increase in staff, we have been able to 
expand services. A new intake procedure has been 
in operation since April 1, 1959. Psychological ex- 
aminations are now done on all children coming 
into the program. By means of group testing and 
reviewing of individual case histories, we are able 
to screen through the average of 100 children a 
month, obtaining intellectual quotients, reading 
levels, and an approximate idea of the amount 
of emotional disturbance present which might war- 
rant further evaluation, therapy, or counseling. Ap- 
proximately 25 children a week are group-tested for 
psychological evaluation, and 15 are seen for psy- 
chiatric diagnosis. More extensive psychological 
examinations are done when indicated. Clinic rec- 
ommendations are given to the Youth Services Divi- 
sion for use in planning rehabilitation programs for 
the children. Cases may also be referred by the 
workers of the Intake Division, and from the training 
schools. 

One long-thought-of therapy program was put into 
effect in March, 1959. Group therapy sessions were 
instituted in the training schools. There are now 
two groups in each of the girls’ schools, and one 
group in each of the boys’ schools. However, when 
it is realized that each group can have only 12 young- 
sters, and there are approximately 800 children in 
the training schools, the need for expanding this 
service can be readily seen. With any future increase 
in staff, the first aim will be to increase the group 
therapy program. 

The Clinic staff carries 15 youngsters in weekly 
individual psychotherapy sessions, and approxi- 
mately 100 are seen once or twice a month for coun- 
seling and evaluation of progress. Each school is 
visited once a month by the psychiatrist and twice 
a month by a psychiatric social worker. 

The second field of clinic function is training. The 
psychiatric social workers act as consultants for the 
case work staffs of the training schools as well as 
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receiving referrals for individual evaluation and 
counseling. Discussion groups have been set up from 
time to time with the staffs of the schools, and the 
personnel of the Child Care Bureau, to discuss the 
philosophy and theories of the psychiatric team ap- 
proach, and individual cases. We, in common with 
others working in similar capacity throughout the 
country, have realized that the very best utilization 
of services is in aiding the adults working with 
these children to develop a deeper and clearer under- 
standing of their charges, the reasons behind their 
activities, and what constitutes a practical and effi- 
cient approach to dealing with the problems. 

On a more academic level, the clinic has served 
as a training unit for students from the Psychology 
Department of the Richmond Professional Institute. 
We hope, in the future, to be considered as a place- 
ment agency for students of the School of Social 
Work of the same Institute. 

The research program has had to fight for its very 
existence against the almost overwhelming load of 
service needs. There are now projects under way 
involving classification of delinquency, and in evalu- 
ating reading achievement tests. The first research 
paper from the clinic, by Walter Lippert, Psycholo- 


Apathy is one of the major causes of inadequate 
diets. L. A. Maynard, Ph.D., Ithaca, pointed out that 
while sufficient food supplies are available, surveys 
continue to show that a substantial number of indi- 
viduals fail to consume diets which meet the recom- 
mended dietary allowances. 

“Such surveys,” he reported in the May 23rd 
Journal of the American Medical Association, “in- 
dicate a widespread lack of afypreciation of the im- 
portance of an adequate diet and a lack of knowledge 
of how to select it.” 

In his report, Dr. Maynard said a great variety 
of food supplies are available and that an adequate 
diet can be obtained by selecting foods from each 
of the four basic food groups. These include: 

—The milk group which includes cheese and ice 
cream. He recommends that children have three to 
four cups of milk daily; teen-agers, four or more 
cups; adults, two or more, and expectant mothers, 
four or more cups. 

—The meat group including two or more servings 
of beef, veal, pork, lamb, poultry, fish, or eggs. 
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Inadequate Diets 


gist, is entitled “The Approach Gradient as Shown 
by the Lie Score on the MMPI (Minnesota Multi- 
phasic Personality Inventory)”. The practical appli- 
cation of this work was to show that the use of such 
personality tests as the MMPI are seriously in doubt 
when used to judge the readiness of a youngster to 
be released home. 

Research is desperately needed in the field of ju- 
venile delinquency. Sociological and psychological 
research, as well as basic psychiatric and medical 
research, is needed to throw more light on the causes, 
treatment, and methods of prevention, of delinquency. 
We are now, at best, fighting a “holding action” type 
of battle against the problem. 

The term “Juvenile Delinquency” blankets a com- 
plexity of problems involving social and psychologi- 
cal disturbances. Punitive attitudes must give way 
to treatment. Jails and training schools must become 
therapeutic facilities before any real changes will 
be seen in the present picture of delinquency. This 
can be done, for pilot studies and demonstration 
projects have shown it to be so, in actual practice. 
But only with widespread interest and genuine effort 
on the part of all, will the therapeutic approach to 
delinquency become the “modus operandi”. 


Dried beans, peas, and nuts may be used as alter- 
nates. 

~-The vegetable-fruit group from which four or 
more daily servings should be selected. These serv- 
ings should include a dark green or deep yellow 
vegetable at least every other day, citrus fruit or 
other fruits containing vitamin C, and vegetables 
including potatoes. 

—The bread-cereals group from which four or 
more daily servings are suggested. This group in- 
cludes whole grain, enriched or restored cereal, and 
bread. 

Dr. Maynard added that a good diet can be 
rounded out by more of the same foods or others, 
such as table fats, cereal products, and sugar, to 
provide the additional calories and nutrients needed. 

“The food supply of the United States is so large 
and provides such rich and varied sources of the 
nutrients needed that it is readily possible for every- 
one to have an adequate diet from foods available to 
him.” 
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The Medical Society of Virginia .... 


REPORTS FOR 1959 ANNUAL MEETING 


Executive Secretary-Treasurer 


Another year of service to the profession has been 
written into history and the reports on the following pages 
will tell, to a great degree, how well that service was 
provided. It should be remembered, however, that reports 
cannot, in themselves, tell the whole story—of such things 
as the countless letters, phone calls and telegrams used 
to shore up the defenses of an embattled profession striv- 
ing to stave off a determined attack by proponents of more 
government medicine. Then there were the long hours 
spent by a small committee working diligently to protect 
both profession and public against abuse of existing gov- 
ernmental health care programs and major medical pro- 
grams underwritten by the insurance industry. 

The Medical Society of Virginia has, through the years, 
been blessed with capable and responsible officers and 
their dedicated efforts are reflected in the sound position 
which the Society and, indeed, the profession itself, occu- 
pies in Virginia. 

Last year we reported that six more State Societies had 
increased their dues and that the national average was 
slightly over $55.00. The past twelve months have found 
still others increasing their dues and the national average 
is now $85.00. This leaves Tennessee and Virginia at the 
bottom of the pile with dues of $25.00, and the auditor’s 
report, to be published in the December issue of the 
Monthly, will more than likely show that The Medical 
Society of Virginia continues to operate on a sound finan- 
cial platform. 

Those responsible for the general administration and 
supervision of the Society’s affairs have always tried to 
operate as economically and efficiently as possible. Al- 
though no two Medical Societies operate alike, it should 
perhaps be pointed out that some go much further than 
others. For example, some Societies spend as much as 
$35,000.00 on legislative activities, and others produce 
public relations movies and television programs of pro- 
fessional quality which run into tke thousands of dollars. 
The Medical Society of Virginia, on the other hand, has 
always operated in a very conservative manner and has 
been very careful to engage only in activities which pro- 
vide service. The job has been done without excessive 
fanfare or window-dressing. 

The question, then, is just how far does the member- 
ship propose for the Society to go. Are current policies 
and programs satisfactory, or should the Society be doing 
more? Perhaps there are additional services which should 
be provided and, if so, the office staff would like to know 
about them. Your staff takes considerable pride in holding 
operating costs to a minimum, but it wants to be sure 
that the membership is in accord with present policies 
and programs. The State office has but one purpose—to 
serve the membership. 

One again we shall attempt to report briefly on the 
activities which may be considered of more than passing 
importance. 
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CounciL: The Interim Session of Council was held at 
Society Headquarters on March 5, 1959, and complete 
minutes were published in the May issue of the Monthly. 

ComMMITTEES: Forty-one Committees (10 Standing and 
31 Special) were active during the year. While Committee 
meetings were held pretty much over the State, twenty-four 
were held at Society Headquarters. With such excellent 
facilities available, it is hoped that more Committees will 
utilize them. 

COMPONENT SocieTIEs: Twelve of the forty-seven com- 
ponent societies were visited during the year. This is not 
quite up to our usual standard and every effort will be 
made to improve on this during the next twelve months. 
Your staff realizes full well that it is not always possible 
for members to visit the Headquarters building or to at- 
tend the various meetings and conferences. Thus, if mem- 
bers cannot come to the Society, the Society must be 
carried to them. 

MEMBERSHIP: It is becoming quite clear that the con- 
tinuing growth of Virginia’s population will result in an 
annual increase of the Society’s membership. 1958-59 has 
been no exception and another substantial gain has been 
recorded. The membership story follows in detail: 


Members reported August 31, 1958___ 
New membered 
83 
Increase 
Total membership as of August 31, 1959___ 2,875 


AMERICAN MEDICAL AssocIATION MEMBERSHIP: The So- 
ciety can again report an American Medical Association 
membership in excess of 2,000. This means, of course, that 
we shal! continue to be represented by three Delegates 
in the House of Delegates of the American Medical Asso- 
ciation. 

MEETINGS AND CONFERENCES: Once again, the State office 
was represented at both the Annual and Interim sessions 
of the American Medical Association. In addition, repre- 
sentatives attended the American Medical Association 
Public Relations Institute, Southeastern State Journal Con- 
ference, Professional Relations Conference of Blue Shield 
Plans, a meeting of Southeastern State Executive Secre- 
taries and the annual meeting of the Virginia Academy of 
General Practice. The Executive Secretary also attended 
four meetings of the American Medical Association Pub- 
lic Relations Advisory Committee, the annual meeting of 
the Virginia Medical Assistants Association and the 
Leadership Conference of the Virginia Education Asso- 
ciation. 

Staff members gave considerable time to the work of 
allied and community organizations, including committee 
assignments with the Red Cross, the Virginia Council on 
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Health and Medical Care and a special Richmond Recrea- 
tion Committee. 

The Staff worked closely with the Public Relations 
Committee in arranging the special Senior Day Program 
which was held in Charlottesville at the Hotel Monti- 
cello. 

HEADQUARTERS BUILDING: The new headquarters has 
proven entirely functional and the Society can well be 
proud of its new home. The cost of maintaining building 
and grounds has been a bit more than anticipated, but this 
is perhaps expected during the first year or two. Experi- 
ence will undoubtedly enable us to hold such costs at a 
proper level. 

Five medical organizations held monthly meetings in 
the headquarters building during the year. The building 
was the scene of the Annual Workshop sponsored by the 
Woman’s Auxiliary to The Medical Society of Virginia. 

VirGINIA CoUNCIL ON HEALTH AND MEDICAL CARE: 
Thirty-one requests for placement assistance were re- 
ceived during the year. All requests were referred to the 
Virginia Council on Health and Medical Care and we are 
advised that at least one of the physicians concerned has 
been located in a Virginia community. 

The Medical Society of Virginia is also cooperating 
with the Council in its efforts to recruit badly needed 
health personnel. A great deal of material for recruiting 
purposes has been furnished the Council and a number 
of Society members are serving on its various committees. 

PERSONNEL: There have been no changes in Staff per- 
sonnel during the year, the number of full time employees 
remaining at four. The practice of utilizing part-time 
assistance during peak-load periods continues to prove 
satisfactory. The membership will be interested to learn 
that Miss Tobin, the most efficient secretary and recep- 
tionist, was married during July. 

The Executive Secretary is indebted to Miss Watkins, 
Miss Tobin and Mr. Smith for the loyalty and cooperation 
they have displayed during the year. Perhaps it should 
be mentioned that no State Society has fewer employees, 
and this in itself speaks well for these three capable and 
talented persons. 

Your Staff sincerely feels that a visit to the new head- 
quarters building is a “must” for every member. When 
traveling in the Richmond area why not take a few min- 
utes to drop by, see the building, and let the Staff know 
how it can better serve you? There is unlimited parking 
and we know you will find the visit well worthwhile. 

Rosert I. HowARD 
Executive Secretary 


AMA Delegates 


The House of Delegates of the American Medical Asso- 
ciation met in Atlantic City from June 8-12 and, during 
that time, considered some of the most important matters 
ever brought to its attention. This report will, under- 
standably, touch only a few of the most important. 

The report of the Commission on Medical Care Plans 
was given careful consideration and three of the Com- 
mission’s recommendations, relating to miscellaneous and 
unclassified plans were reworded as follows: 

B-4. “In an effort to decrease, or at least to prevent an 

increase, in the over-all cost of health care, study 
should be given to the removal of the requirements 
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of hospital admission as the only condition under 
which payment of certain benefits will be made.” 


B-6. “Medical care plans should be encouraged to in- 
crease their efforts to provide health education and 
information concerning the coverage of their sub- 
scribers.” 

B-16. “The American Medical Association believes that 
free choice of physician is the right of every indi- 
dividual and one which he should be free to exercise 
as he chooses. Each individual should be accorded 
the privilege to select and change his physician at 
will or to select his preferred system of medical 
care and the American Medical Association vigor- 
ously supports the right of the individual to choose 
between these alternatives.” 


The House also requested that every effort be made to 
stress the far-reaching significance of recommendation A-7 
which states, “ ‘Free choice of Physician’ is an important 
factor in the provision of good medical care. In order 
that the principle of ‘free choice of physician’ be main- 
tained and be fully implemented, the medical profession 
should discharge more vigorously its self-imposed respon- 
sibility for assuring the competency of physicians’ services 
and their provision at a cost which people can afford.” 

A special report of the Judicial Council on the subject 
of osteopathy was considered and the House adopted the 
following policy statement concerning interprofessional re- 
lations: “(A) All voluntary professional associations be- 
tween doctors of medicine and those who practice a 
system of healing not based on scientific principles are un- 
ethical. (B) Enactment of medical practice acts requiring 
all who practice as physicians and surgeons to meet the 
same qualifications, take the same examinations and grad- 
uate from schools approved by the same agency should 
be encouraged by the constituent associations. (C) It shall 
not be considered contrary to the Principles of Medical 
Ethics for doctors of medicine to teach students in an 
osteopathic college which is in the process of being con- 
verted into an approved medical school under the super- 
vision of the A.M.A. Council on Medical Education and 
Hospitals. (D) A liaison committee be appointed by the 
Board of Trustees of the American Medical Association 
to meet with representatives of the American Osteopathic 
Association, if mutually agreeable, to consider problems of 
common concern including inter-professional relationships 
on a national level.” 

Social Security coverage for physicians was the subject 
of five resolutions. Four of these were rejected. The one 
which was adopted reaffirmed oppostion to the compulsory 
inclusion of physicians. In taking this action, the House 
expressed serious concern over the effects that a change 
of policy might have on the Association’s entire legislative 
program, particularly with respect to the Forand Bill. 

The House approved and commended the final report 
of the Committee on Preparation for General Practice, 
which proposes a new two-year internship program for 
medical school graduates planning to become family phy- 
sicians. The suggested program would include a basic 
minimum of 18 months hospital training in the diagnostic, 
therapeutic, psychiatric, preventive and _ rehabilitative 
aspects of medicine and pediatrics in a very broad sense, 
including care of the newborn. A physician then could 
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elect to spend the remaining six months for additional 
training in other segments of the program. 

In dealing with a wide variety of other subjects, the 
House also: 

Urged all physicians to participate more fully in com- 
munity activities; 

Expressed thanks to the Committee on Amphetamines 
and Athletics; 

Approved inclusion of Today’s Health as a benefit of 
dues paying membership and urged members to make it 
available to their patients; 

Requested that State Medical Societies, where advisable, 
initiate legislative efforts to eliminate cancer quackery; 

Endorse the purposes outlined in the initial report of 
the Medical Disciplinary Committee ; 

Urged every AMA Member to contribute to the Ameri- 
can Medical Education Foundation and, 

Agreed to hold the 1962 Annual Meeting in Chicago. 

Your Delegates would like to take this opportunity to 
urge all members to read the detailed actions of the 
House as reported in the AMA Journal and the AMA 
News. Your membership benefits have never been greater 
and every physician should take advantage of them. 


Vincent W. ArcuHer, MD.. 
W. Linwoop Batt, M.D. 
ALLEN Barker, M.D. 


Editorial Board 


The Virginia Medical Monthly continues to increase in 
size and circulation and we hope the quality of the pro- 
fessional material keeps pace with the over-all improve- 
ment. The trend in recent years toward round table dis- 
cussions and symposia instead of formal presentations has 
resulted in fewer articles being submitted to the Journal 
We welcome all worth-while articles and urge the mem- 
bers to forward them to us. 

At the spring meeting of the Virginia Surgical Society, 
the Virginia Medical Monthly was designated the official 
organ of this organization. It is hoped that other specialty 
groups will take similar action. The Journal did not 
exceed the budget during the past year, although the exact 
amount of our overage will not be available until Oc- 
tober 1. 

Harry J. WARTHEN, M.D., Chairman 


Judicial 


Several changes in the Constitution and By-Laws have 
been proposed to the Judicial Committee with the request 
that they be prepared in proper form and published in 
the Virginia Medical Monthly for information and to 
comply with Article XIII of the Constitution. The Com- 
mittee makes no recommendations as to the wisdom or 
desirability of the proposed changes, matters of policy 
being for the House Delegates. 

The following Amendment to the Constitution has been 
directed by the Council and House of Delegates: 

Amend the second sentence of Article VI to read as 
follows: 

“The Council shall consist of one member from each 
Congressional District of the State, together with the 
President, President-Elect, First Vice-President, Immediate 
Past President, and Delegates of the Society to the House 
of Delegates of the American Medical Association.” 
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(The purpose of this Amendment is to grant full mem- 
bership in the Council to the Society’s Delegates to the 
House of Delegates of the American Medical Association.) 

One member of the Committee wishes to be recorded as 
opposed to the provisions of this Amendment. 


The following Amendments to the By-Laws have been 
proposed: 


ARTICLE I 
Section 1—Amend the first paragraph of Section 1 to 
read as follows: 

“Member of the Society are classified as active, asso- 
ciate and courtesy.” 


ARTICLE I 


Section 3—Amend Section 3 to read as follows: 

“The privilege of voting, holding office, and serving on 
standing committees is limited to active membership. In 
all other respects the status of the active, associate and 
courtesy members is the same.” 


ARTICLE I 


Section +—Amend Section 4 to read as follows: 

“For long, faithful or distinguished service, the House 
of Delegates, upon recommendation of the Membership 
Committee, may elect annually two resident members and 
one non-resident physician to honorary active or honorary 
associate membership.” 

(The purposes of the three Amendments to Article I are 
to establish three classifications of membership, to clarify 
the status of courtesy members, and to clarify honorary 
active and honorary associate membership.) 


ArTIcLe IT 
Section 3—Amend the first sentence of Section 3 to read 
as follows: 

“Honorary members shall be exempted from the pay- 
ment of annual dues, and the President, in his discretion, 
may extend this exemption to other deserving members.” 

(The purpose of this Amendment is to clarify the dues 
exemption status of those members elected to honorary 
active or honorary associate membership. ) 


ArticLte VIII 


Section 1—Amend the first sentence to read as follows: 

“The Council shall consist of the President, President- 
Elect, First Vice-President, the Immediate Past President, 
one member from each Congressional District, and Dele- 
gates of the Society to the House of Delegates of the 
American Medical Association.” 

(The purpose of this Amendment is to grant member- 
ship in the Council to the Society’s Delegates to the House 
of Delegates of the American Medical Association. As 
members of the Council, the Delegates also become mem- 
bers of the House of Delegates of the Medical Society of 
Virginia.) 

J. Morrison Hutcueson, M.D., Chairman 
W. CALLIER SALLEY, M.D. 
James P. Kinc, M.D. 


Ethics 


No problems of any great magnitude were referred to 
the Committee during the year, and as a result, no formal 
meetings were held. 
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The Chairman did, however, consult individually with 
members of the Committee on several minor matters. 
These were cleared without any difficulty. 

Your Committee notes that the 1958 report of the Com- 
mittee on Principles and Policies was reprinted in the 
July, 1959, issue of the Virginia Medical Monthly, and 
again urges the membership to give it careful considera- 
tion. During these days when the free practice of medi- 
cine is at the crossroads, it is more than ever necessary 
that the profession review its obligations and responsi- 
bilities and take a firm stand on such matters. 


Russet, G. McALuister, M.D., Chairman 
Ropert P. Trice, M.D. 
Harotp W. Miter, M.D. 


Membership 


The Committee on Membership of The Medical Society 
of Virginia has had no matters referred to it during the 
year. As a consequence, no meetings have been held. 

The membership story continues to be one of steady 
growth and the Committee extends a cordial welcome to 
the many new members who joined us during the year. 
Names of these new members have been published in the 
Virginia Medical Monthly. 

Your Committee considers it a privilege to present the 
name of Dr. Walter P. Adams, our retiring President, 
for honorary active membership in The Medical Society 
of Virginia. Dr. Adams has made a distinguished con- 
tribution to the Society and his profession and we take 
this opportunity to express our gratitude for a job well 
done. 

Cecit B. Dixon, M.D., Chairman 
GrossMAn, M.D. 
Witiiam W. III, M.D. 


Public Relations 


The Public Relations Committee has long subscribed 
to the theory that there are as many different types of 
public relations as there are fields of endeavor. Certainly, 
what is good public relations for one particular group 
might well be the poorest kind of public relations for an- 
other, For that reason, your Committee has been very 
careful to sponsor only activities which provide or stress 
service—activities in keeping with the pride and dignity 
of the profession. 

A special “Senior Day” program was presented in 
Charlottesville for senior medical students at the Uni- 
versity of Virginia. This was the first such program 
presented at the University and it attracted a combined 
turn-out of one hundred students and their wives. Prob- 
lems facing the profession and responsibilities of the physi- 
cian to his patients and community were subjects discussed. 
Your Committee hopes that these programs can be pre- 
sented annually. 

Once again, the Committee worked with allied organi- 
zations whenever possible. A good example is the coopera- 
tion given to the Virginia Farm Bureau Federation during 
its campaign to provide Federation members with per- 
sonal health record cards. Ten thousand cards were 
furnished the Federation and an additional supply has 
been printed. 

At the kind request of the A. H. Robins Company, your 
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Committee prepared a series of spot announcements which 
were used between innings of games played by the Rich- 
mond Virginians of the International League. The an- 
nouNcements were used al! summer and the Society has 
received many requests for material as a result. Subjects 
covered by the announcements included the family physi- 
cian, cost of medical care, night and emergency call sys- 
tems, family health records, ete. 

Perhaps the most important project sponsored by the 
Committee was its campaign against food faddism. Here 
again, the Committee worked closely with other groups— 
namely the Virginia Bakers Council and the Richmond 
Dairy Council. A film on the subject entitled “The Medi- 
cine Man” was shown hundreds of times over the State 
and the end is not yet in sight. Dr. John Wyatt Davis, Jr., 
Vice-Chairman of your Committee, participated on the 
program of the A.M.A. Public Relations Institute in 
Chicago and discussed this particular campaign. 

Once again, your Committee carried on an extensive 
radio program. Twenty-one stations have cooperated dur- 
ing the year and a total of 936 broadcasts have been 
presented. It might be well to mention also that at least 
one television station is now using special 20-second ani- 
mated announcements furnished by the Committee. 

Although the Committee was not directly concerned, it 
again wishes to take note of the 4-H Club Health Awards 
presented by the Sub-Committee on Rural Health. Letters 
of gratitude from the recipients bear out our contention 
that the presentation of these awards represents public 
relations at its best. 

Your Chairman is disappointed that so very few Vir- 
ginians attend the A.M.A. Public Relations Institute. It 
would certainly seem that every component Society should 
strive to send at least one representative every few years. 

Perhaps the best way to close this report is to remind 
our members that all good things begin at home and public 
relations is no exception. Remember—the best medical 
public relations is practiced in the physician’s office. 


Mason C. Anprews, M.D., Chairman 
Joun Wyatr Davis, Jr., Vice-Chairman 
S. Terry, M.D. 

Tuomas E, Haccerty, M.D. 

H. Barney, M.D. 

THomas W. Jr., M.D. 


Mediation 


At the time this report is rendered (July 20) there have 
been no meetings of the Committee. All of the matters 
which might have been referred to the Committee were 
settled at the local level, which seems to be a very healthy 
sign. The Committee therefore has no real report to make. 
Several matters were referred to the State Society but 
these in turn were referred locally and were settled in- 
so-far as we know. 


Vincent W. Arcuer, M.D., Chairman 


House 


The House Committee regrets that the budget which 
allocated $3,400.00 for maintenance and $100.00 for re- 
pairs of the new headquarters building has been slightly 
exceeded. This was due to the fact that we had no guide 
to go by in setting up our first budget. 
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Our costs during the past year have been as follows: 


Yard maintenance -__.__---_ ~~ 245.46 
Supplies, etc. __ 
Fuel oil 593.57 
Windsor Farms Service _... 50.00 

$4,362.31 

Contribution of General Practice 


Balance $3,612.31 


On the credit side of the ledger, we have a handsome, 
functional, and well situated building in which it is a 
pleasure to work. None of the staff regrets the move which 
took place on September 26, 1958. All members of The 
Medical Society of Virginia, who have not done so, are 
urged to visit the Headquarters building. 


FLETCHER J. WRIGHT, JR., M.D. 
DANIEL, M.D. 
Harry J. WartHen, M.D., Chairman 


Preventive Medicine 


Your Committee has, during the year, observed with 
great interest efforts being made in all parts of the coun- 
try to solve the problem of getting school children vac- 
cinated against poliomyelitis. With the firm belief that 
some vigorous action must be taken to solve this same 
problem in Virginia, your Committee recommends that the 
House of Delegates approve the following proposed bill 
and take such steps as may be necessary to secure its 
enactment by the General Assembly. 


A BILL TO BE ENTITLED 

“AN ACT. TO AMEND GENERAL STATUTES OF 
VIRGINIA, CHAPTER....TO REQUIRE THE VAC- 
CINATION OF YOUNG CHILDREN AGAINST 
POLIOMYELITIS (INFANTILE PARALYSIS)” 


The General Assembly of Virginia do enact: 

Sec. ... Chapter . . . of the General Statutes of Vir- 
ginia is hereby amended by adding a new article thereto 
to read as follows: 


Article . . . Poliomyelitis (Infantile Paralysis) 
ae Vaccination against Poliomyelitis (Infantile 
Paralysis) 


1. (a) The parent, parents, guardian or any person in 
loco parentis of any child in Virginia between the ages 
of two months and six years shall have administered to 
such child an adequately immunizing dose of prophylactic 
agent against poliomyelitis (infantile paralysis) which 
meets the standards approved by the United States Pub- 
lic Health Service for such biographical products, and 
which is approved by the Virginia State Board of Health. 

2. The parent, parents, guardian or person in loco 
parentis of such child who has not previously received 
such vaccination or immunization shall present the child 
to a physician licensed to practice medicine in Virginia 
and request such physician to administer the necessary 
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vaccination or immunization against poliomyelitis (in- 
fantile paralysis) as above provided. 

3. If the said parent, parents, guardian or person in 
loco parentis of such child are unable to pay for the 
services of a private physician, or for such prophylactic 
poliomyelitis agent, such parent, parents, guardian or 
person in loco parentis shall present such child to the 
county physician of the county in which the child resides, 
or to the physician health director serving such county, 
who shall then administer such prophylactic agent without 
charge. 

4. The physician who administers such prophylactic 
agent against poliomyelitis (infantile paralysis) to such 
children shall give a certificate of such vaccination or 
immunization to the parent, guardian or persons in /oco 
parentis of the child. 

5. No principal or teacher shall permit any child to 
attend a public, private or parochial school without the 
certificate provided for in Subsection 4 above, or some 
other acceptable evidence of the child’s vaccination or 
immunization against poliomyelitis (infantile paralysis). 

6. If any physician licensed to practice medicine in 
Virginia certifies that such vaccination or immunization 
may be detrimental to a child’s health, the requirements 
of this article shall be inapplicable until such vaccination 
or immunization is found no longer to be detrimental to 
the child’s health. 

7. The willful violation of this article or any part 
thereof shall constitute a misdemeanor and shall be 
punishable by same penalties prescribed for violation of 
law requiring vaccination against small-pox. 

Sec. 2. All laws and clauses of laws in conflict with 
this Act are hereby repealed. 


Davip W. Scort, Jr., M.D., Chairman 


Walter Reed Commission 


Your Committee is pleased to report that the Walter 
Reed Birthplace and grounds are being maintained in 
excellent condition by the Walter Reed Community Im- 
provement League. 

No problems arose during the year and no formal meet- 
ings of the Committee were necessary. 


Raymonp S. Brown, M.D., Chairman 
Tuomas E. M.D. 
H. L. Suinn, M.D. 


Medical Education 


The House of Delegates of The Medical Society of Vir- 
ginia, during its meeting on October 14, 1958, directed 
your Committee to (1) study means of developing and 
financing a program of postgraduate education in order 
to meet the changing needs of the people of Virginia and 
their care in community hospitals and (2) study problems 
relating to licensing of physicians in Virginia. 

Your Committee has tried very hard to carry out its 
assignments in a constructive manner and it sincerely be- 
lieves that some very definite progress has been made. 

A considerable amount of time was devoted to the diffi- 
culties encountered by community hospitals in obtaining 
interns and residents, and a search was begun to dis- 
cover a workable solution. From reports reaching the Com- 
mittee, it seemed that the plan used in Michigan might 


VircInia MepicaL MONTHLY 


| 
: | 
3 
| 
| 
| 
\ 
| 
| 
} 
: 
| 
i 
= 
fs i 
i 


man 


man 


Vir- 
ected 
and 
yrder 
»lems 


it its 
y be- 
le. 

diffi- 
ining 
» dis- 
Com- 
might 


THLY 


well be the answer, or at least, a step in the right direc- 
tion, Since there was a great deal to learn about the 
Michigan plan, it was agreed that a special sub-committee, 
consisting of a representative from each medical school, 
should visit the University of Michigan in Ann Arbor 
and acquaint themselves with the plan used by that Insti- 
tution. This suggestion was approved by the Executive 
Committee of Council and Dr. Wyndham B. Blanton, Jr., 
and Dr. William A. Sandusky agree to make the trip. As 
this report is written, the Committee has not yet had an 
opportunity to study the findings of this sub-committee. 

With reference to the licensing of physicians in Virginia, 
the Committee was thoroughly briefed concerning the 
activities, responsibilities and problems of the State Board 
of Medical Examiners—especially the problem posed by 
graduates of foreign medical schools. The Committee was 
particularly pleased to learn that representatives of the 
two medical schools had met with members of the Board 
and that many problems pertaining to the examinations 
had been discussed. 

It was the consensus that an effective screening pro- 
cedure for foreign graduates should be devised and the 
Committee recommended that the State Board of Medical 
Examiners consider the special examination (ESFMG) 
devised by Dr. Dean Smiley and approved by the Ameri- 
can Medical Association, among others. 

The Committee was also unanimous in its opinion that 
The Medical Society of Virginia should maintain a liaison 
committee between the State Board of Medical Examiners 
and the two medical schools. 


Perhaps it would be well at this time to report that 
the examination now being used by the State Board of 
Medical Examiners is devised by the National Board. It 
is believed that this examination, which is becoming more 
and more accepted by the various states, will solve many 
problems which have existed in the past. 


Among other matters considered by the Committee was 
that pertaining to the number of physicians being gradu- 
ated by the nation’s medical schools. There was some 
feeling that the increase in population should be matched 
by a proportionate increase of medical school graduates. 

Also considered was the question of general practice 
residencies in Virginia’s two medical schools, and the 
Committee was gratified to learn that two such residencies 
are being established at one school and a similar move 
being considered by the other. 


Your Committee sincerely feels that it has made definite 
progress in its efforts to carry out the directives of the 
House of Delegates. 


Ma H. Harris, M.D., Chairman 
WILLIAM F. Matoney, M.D. 

Tuomas H. Hunter, M.D. 

S. DAntet, M.D. 

Marcetius A. JoHnson, III, M.D. 
Joun C. Watson, M.D. 

Waver_y R. Payne, M.D. 


Advisory to Woman’s Auxiliary 


No problems or other matters were brought to the at- 
tention of your Committee during the year and, conse- 
quently no meetings were held. The Committee is pleased 
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that the work of the Auxiliary has, from all indications, 
progressed quite smoothly. 


SNowpeNn C. Hatt, Jr., M.D., Chairman 
Joun T. Hunptey, M.D. 
Leroy SmiTH, M.D. 


Medicare Advisory 


Four meetings of the Medicare Advisory Committee 
were held during the year and sixty-two special referrals 
were considered. This is just half the number considered 
last year and the reduction can undoubtedly be attributed 
to two factors: (1) a better understanding of the Medicare 
program by physicians and (2) a curtailment of certain 
phases of the program for budgetary reasons. 

Your Committee would like once again to stress the 
importance of physicians using correct code numbers when 
completing the Medicare claim form. Physicians are also 
urged to always charge their usual fee. This, in most 
instances, will eliminate any necessity for a claim to be re- 
viewed by the Committee and, consequently, payment will 
not be delayed. 

Your Committee takes this opportunity to express its 
appreciation to those physicians who have been so patient 
and understanding when it was necessary that their claims 
be reviewed. It was not always possible for the Com- 
mittee to meet as often as it would have liked. 


W. Linwoop BALL, M.D., Chairman 
Davi W. Scott, Jr., M.D. 

HUNTER B. FRIscHKORN, JR., M.D. 
Guy W. Horstey, M.D. 

WituiAM E. Byrp, M.D. 


Traffic Safety 


The Traffic Safety Committee wishes to present the 
following report to the members of the House of Delegates 
of The Medical Society of Virginia for their study and, if 
approved, for transmission to the Governor's Highway 
Safety Committee and to the Virginia Advisory Legisla- 
tive Council. 

Since there were some 38,000 deaths on our highways 
last year and 5,000,000 injured, 20% of whom were classi- 
fied as from severe to critical, and since the physician is 
primarily concerned in the care of these individuals he 
has a duty both as a physician and as a citizen to present 
remedies which are presently available to curtail this 
carnage on the highways which has now become our Num- 
ber One health problem. 

1. The drinking driver. Since the average individual 
suffers a deterioration of his driving skill with blood al- 
cohol level of from .03 to .05% and since other studies in- 
dicate that a drinking driver is involved in from 25 to 
35% of accidents and is a factor in up to 50% of the 
fatal accidents, we feel that .05% should be the critical 
level of intoxication for conviction of driving under the 
influence. The average individual can consume two twelve 
ounce bottles of 3.2 beer or two ounces of 100 proof 
whiskey within one hour and remain under the critical 
level of .05. His relative chance of being involved in an 
accident is represented here by the number 1. This figure 
was supported by a symposium on Alcohol and Road 
Traffic Accidents in Bloomington, Indiana, December 1958, 
by Drs. R. N. Harger, Henry Newman, Herman Heise, T. 
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A. Lumis, Leonard Goldberg, D. W. Penner and H. Ward 
Smith. Their conclusion as a result of the material pre- 
sented at this symposium was: “It is the opinion of this 
Committee that a blood alcohol concentration of .05% 
will definitely impair the driving ability of some indi- 
viduals. As the blood alcohol concentration increases a 
progressively higher proportion of such individuals are so 
affected until at blood alcohol concentrations of .10% all 
individuals are definitely impaired.” The percentage of 
blood alcohol should be the criterion for determination of 
intoxication. Whether this degree of intoxication was 
reached on an ascending or descending curve is unim- 
portant. The physician is not concerned with the type or 
rapidity of consumption of the alcoholic beverage or 
whether consumed on a full or fasting stomach. He is not 
concerned with whether the individual is a beginner or an 
experienced drinker. He is concerned only with the fact 
that no one should operate an automobile in our modern 
high speed and complex traffic patterns who has an al- 
cohol blood level of .05% or higher. However, since prac- 
tical experience has shown that those individuals with 
a biood level of .05 to .10% have a relative chance of 
being involved in an accident of 1.5 and since this level 
of .10 is reached in the average individual only after 
the consumption of four bottles of beer or four one ounce 
drinks of whiskey within the hour, it seems reasonable to 
adopt this point as the critical level for conviction of 
intoxication. Therefore, this Committee would suggest 
that this figure of .10% blood alcohol level should be the 
new critical figure instead of .15% which is a far too 
generous figure. The relative chance of being involved 
in an accident with a blood level of .10 to .15% is 2.5. 
For those at .15% or more it is 9.7. To reach the present 
accepted level of .15% means that the average individual 
will have to consume eight drinks of one ounce each of 
100% whiskey in one hour or eight bottles of 3.2 beer. 
The determination of intoxication should be upon a 
chemical basis rather than upon the observation of police 
officers and physicians. In order to determine this blood 
alcohol level it is suggested that an on-the-spot breath 
test be carried out by an individual classified as an ex- 
pert in breath testing, which means that he has been 
trained both in the care and use of his equipment and in 
the conduct of the test. This test would be used purely 
as a screening measure. If the suspected individual 
showed a level of .10% or higher then a blood specimen 
must be collected and sent to the State laboratory under 
present provisions of Law for the protection of the in- 
dividual. 

In order to protect the individual physician in the ob- 
taining of this specimen it is urged that the State of Vir- 
ginia adopt the implied consent law which has worked so 
well in New York and other states and has been upheld 
by many Superior Courts as legal. The basis for this law 
is that the driver agrees upon issuance of his operator’s 
license to submit to a chemical test for intoxication upon 
proper request or to be presumed to be under the influence. 

We feel that the results of these tests should be ac- 
cepted as prima facie evidence and that the mandatory 
laws should be provided for punishment in each category. 
For those with a blood level of .05 or less there will be 
no presumption of intoxication. For those from .06 to .10 
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inclusive it suggested that a mild form of punishment be 
meted out. 


This Committee has no intention of recommending what 
this punishment should be but as a result of its study it 
suggests that perhaps with a blood level of .06 to .10 
inclusive a $100 fine and a thirty day suspension of the 
license be carried out. For a second offense a $100 fine, a 
three months’ suspension of the license and eight hours in 
jail. For the third offense a $100 fine, permanent revoca- 
tion of the license and ten days in jail. For those with 
a blood level of .10 to .14 inclusive for the first offense a 
$100 fine, a thirty day suspension of the license and one 
day in jail. For the second offense a $100 fine, a three 
months’ suspension of the license and ten days in jail. For 
the third offense a $100 fine and permanent revocation of 
the license and ten days in jail. For those with a blood 
level of .15% or higher perhaps a $100 fine, one day in 
jail and three months’ suspension of the license for the 
first offense. For the second offense a $100 fine, perma- 
nent revocation of the license and ten days in jail. These 
are merely suggestions given with the hope that they will 
serve to point the way toward the enactment of manda- 
tory laws to be applied to all those who present a certain 
blood level of alcohol. It is also felt that if the case goes 
to the jury the verdict should be limited to guilty or not 
guilty. It is felt that the judgeship should be a full time 
position with an adequate salary for such a responsible 
duty and that dignified and proper quarters should be 
provided for him. If the laws concerning punishment for 
each category of intoxication are mandatory they would 
be known by all citizens and we feel would be a deterrent 
to drinking and driving. 

In this connection a point system of giving demerits for 
various types of traffic offenses would be desirable. Since 
the Institute of Government of the University of North 
Carolina has done such a fine study on this subject it 
might be advisable to write to the Administrator to have 
the data sent to the Governor’s Highway Safety Com- 
mittee and the VALC for study. 


2. These same suggestions should apply to a lesser de- 
gree to the speeding and reckless drivér. 


3. Three types of driving permits should be issued. 
Type One for private vehicles, Type Two for commercial 
vehicles and Type Three for passenger transport vehicles. 
Applicants for Class I should be re-examined every three 
years and for Classes II and III every year. Likewise, 


those in Class I should be examined every year past age 
65. 


4. We suggest that a study be carried out in regard 
to city and county medical societies setting up a medical re- 
ferral committee staffed by a rotating group of physicians 
with consultants available in Psychology, Ophthalmology, 
Psychiatry, Otology and other surgical specialties. This 
group would be particularly valuable in the examination 
of repeat traffic offenders referred by the traffic court. 
They would also be available for examination of indi- 
viduals referred by other physicians or the police. 


5. All physicians who have patients with convulsive 


‘disorders, psychiatric disturbances, uncorrectable visual 


defects or diabetics taking insulin should report the names 
to the State Board of Health who, in turn, would report 
them to the State Licensing Bureau. 
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6. A provision should be made so that the driving 
permit should have attached to it a separate card denoting 
the blood type of the individual, whether he is a diabetic 
taking insulin, any drug idiosyncrasies or whether he is 
taking anti-convulsant drugs or anti-coagulants. 

7. Driving courses should be provided in all public, 
parochial and private schools supervised by the State 
Board of Education. A youngster having finished this 
course could be granted a license to drive at age sixteen. 
Otherwise, eighteen should be the minimum age. 

8. Congressman Kenneth Roberts, Democrat of Ala- 
bama, Chairman of the House Committee on Automotive 
Safety and Health, has introduced a Bill into Congress, 
HR 920, which primarily calls for the installation of pro- 
tective safety devices in all cars purchased by the Federal 
Government as standard rather than optional equipment. 
We feel that he should be supported in this objective. In 
the meantime, it is urged that all physicians and nurses 
equip their cars with seat belts and be active in advo- 
cating them to the public. 

9. Physical standards for the operation of automotive 
vehicles will be set sometime within the next one or two 
years by the American Medical Association and until 
that study is complete we would suggest that the present 
rules, regulations and laws be maintained except for the 
changes previously suggested. 

Finally, we favor the speed limits now advocated by the 
National Safety Council, 55 miles per day, 50 riles per 
night, 35 miles in urban zones, 40 miles the minimum on 
improved highways, all with a 5 mile tolerance, and that 
these limits should be maintained until safer automobiles 
are provided by Detroit. 

ALLEN Barker, M.D. 

CHARLES FRANKEL, M.D. 

DuPont Guerry, III, M.D. 

JoHNn Merepitn, M.D. 

FLETCHER D. Woopwarp, M.D., Chairman 


ADDENDUM 


According to recent studies the chance of being involved 
in an accident is about 50% greater for drivers with be- 
tween .05 and .10% alcohol in their blood compared to 
drivers with no alcohol or less than .05% alcohol in their 
blood. This relation for other blood alcohol concentra- 
tions is shown below. 


Per cent alcohol Relative chance of being 


in blood involved in an accident 


Principles and Policies 
Re-examination of the report submitted in 1958 in light 
of the discussion in and action of the House of Delegates, 
results in the following recommendations by the Com- 
mittee: 
1. That the report adopted be given wide publicity, 
followed by free discussion in constituent society meetings. 


2. That constituent societies appoint committees on 
Principles and Policies to consider matters of general 
interest and public relationship affecting the practice of 
medicine. 
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3. That consideration by the Judicial Committee be 
given to including these Principles and Policies into a 
revision of the Constitution and By-Laws of The Medical 
Society of Virginia. 

4. That copies of the Principles and Policies, as 
adopted, be given to the public press for wide public dis- 
semination. 

BENJAMIN W. Raw es, Jr., M.D. 
Louis P. Bamey, M.D. 

STUART RAGLAND, JR., M.D. 

Tuomas S. Epwarps, M.D. 

M. H. Harris, M.D. 

James P. Kino, M.D. 

Harry C. Bares, Jr., M.D. 

Joun T. T. Hunotey, M.D., Chairman 


Conservation of Sight 


It is the general feeling of the committee that the Na- 
tional Foundation for Eye Care should receive all the sup- 
port that can be given it, not only by ophthalmologists, 
but by medical men in general. It is also felt that a review 
of the contact lens situation in regard to the dispensing 
of same by optometrists should be investigated. It would 
seem also that a critical review of eye factors with regard 
to highway safety might prove fruitful. 


DuPont Guerry, III, M.D., Chairman 


Mental Health 


The Mental Health Committee met on March 11, 1959, 
and again on June 17, 1959. 

On November 21 and 22, 1958, the chairman of the 
committee attended the Fifth Annual Conference of 
Mental Health Representatives of State Medical Asso- 
ciations. This conference is sponsored by the Council on 
Mental Health of the American Medical Association and 
was held in Chicago. This was the second such con- 
ference that the chairman has been privileged to attend, 
and it is his feeling that the medical society should be rep- 
resented at these conferences each year. 

In addition to very interesting addresses by Dr. Gun- 
nar Gunderson, president of the American Medical Asso- 
ciation, and Dr. Jonas E. Salk, there were five discussion 
groups whose topics were as follows: 


I. Emotional Block versus Brain Damage in the Diag- 
nostic Categories of Mental Retardation of Mental 
Deficiency in School Children 

II. Communicability of Mental and Emotional Illness 
III. Education for Psychiatric Medicine 

IV. The Joint Commission on Mental Illness and Health 
V. Mental Illness in the Aged 


At the invitation of the chairman, a committee from the 
Neuropsychiatric Society of Virginia met with the Mental 
Health Committee for the purpose of discussing ways and 
means of a better working relationship between the Neuro- 
psychiatric Society of Virginia and The Medical Society 
of Virginia, especially in reference to securing more time 
on the scientific program of the annual meeting of The 
Medical Society of Virginia, as well as anything that con- 
cerns mental health in the State of Virginia that might be 
of interest to both societies. 

It was the unanimous opinion of the committee that an 
effort should again be made to secure space for a speaker 
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on the program of the annual meeting of The Medical 
Society of Virginia to be held in Roanoke on October 4-7, 
the speaker to be representative of the Mental Health 
Committee. The chairman of the Program Committee 
kindly allotted us space on the program, and Dr. Robert 
Felix, president-elect of the American Psychiatric Asso- 
ciation, will address the society on October 6, at 10 a. m. 

The committee feels that there is a great lack of un- 
derstanding among the physicians throughout the State 
of Virginia concerning the present laws for the commit- 
ment of the mentally ill to psychiatric hospitals, either 
state or private. It was the consensus of the committee that 
some method should be devised to inform physicians 
throughout the State concerning the commitment laws. 
Especially should they be informed of the forty-five day 
observation commitment that requires only the signature 
of two physicians and does not require any legal pro- 
cedure. Perhaps the Department of Mental Hygiene and 
Hospitals could continue to do this through the Virginia 
Medical Monthly and other publications that reach the 
physicians throughout the State. 

The committee regrets the unfavorable publicity that 
has appeared in the press during the past year concerning 
the state hospitals for the mentally ill. The committee 
does not wish to condone or condemn these reports, but it 
is the feeling of the committee that the public seemingly 
feeds on much that is vague, unrealistic and oftentimes 
exaggerated information that is gathered from some of 
the State hospitals. We feel that this is a sad commentary, 
and it should behoove the Society to do everything pos- 
sible to convince the public that as a whole good medical 
and psychiatric care is administered to the patients in our 
State hospital system. With the above in mind and a 
realization that the State hospitals are having difficulty 
staffing the hospitals with adequately trained, native-born 
psychiatrists, much thought should be given to ways and 
means of creating a greater interest in psychiatry among 
medical students, and medical schools should place greater 
emphasis on mental illness than has been the case in the 
past. 

The committee is aware that progress has been made 
during the past few years relative to adequate Blue Cross- 
Blue Shield coverage in mental hospitals for psychiatric 
conditions. Much is still to be desired, however, especially 
with reference to the diversity of coverage in various 
localities throughout the state. Therefore, it is again 
recommended to the Council of The Medical Society of 
Virginia that all Blue Cross-Blue Shield plans in Virginia 
be urged to adopt some equality of coverage in so far as 
psychiatric and emotional disorders are concerned. We 
feel that the executive director of the Virginia Hospital 
Service Association for the Richmond Blue Cross-Blue 
Shield plans should again be commended for his coopera- 
tion and seeming understanding of this situation. 

The committee had called to its attention the desirabili- 
ty of a program for the follow-up of patients who have 
been released from the mental hospitals of Virginia and 
who will require continued use of tranquilizers. 

The Department of Public Health and its trained pub- 
lic health nurses, with additional psychiatric orientation, 
is being utilized successfully in certain other states. Our 
mental hospitals lack adequate staffs to provide adequate 
follow-ups and control, and many patients who are urged 
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to see their own family physicians are not doing so. It 
is understood that this joint program for Virginia has 
been discussed and received some thought by the two com- 
missioners, 

It is the opinion of this Mental Health Committee that 
such a project is desirable. It approves this development 
and includes it in its recommendation. 

We were pleased to have present at both meetings of 
the Mental Health Committee Mrs. A. B. Gravatt who 
represented the Mental Health Committee of the Woman's 
Auxiliary. 

It was the feeling of the committee that an attempt 
should be made to have the Medical Society’s Legislative 
Committee give further thought to the establishment of a 
psychiatric institute somewhere in the state. 

The chairman wishes to express to the remainder of this 
committee and to Robert I. Howard, executive secretary, 
his appreciation for their cooperation and assistance in 
the formutation of this report. 


J. Saunpers, M.D., Chairman 
WALTER J. BRENNAN, M.D. 

Tuomas S. Epwarps, M.D. 

R. CoLEMAN LONGAN, Jr., M.D. 

J. M. ScHOENFELD, M.D. 

G. Epmunp Stone, M.D. 


To Confer with the U.M.W.A. Welfare Fund 


We have tried to have two meetings this year but due 
to unforeseen circumstances they were not held. During 
the past twelve months no problem has been brought up, 
either by the area medical directors or by the medical 
profession in the coal mining area. The economy in the 
coal fields continues to be poor. The number of men who 
are benefited by the Welfare Fund is less as employment 
decreases and mechanization of mines continues to increase 
each day. 

There have been no pertinent questions brought up by 
the medical profession and a few disputable matters have 
been taken care of by the area medical directors. 

James P. WittiaMs, M.D., Chairman 
KINnLocH NeELson, M.D. 

Mack I. SHANHOLTZ, M.D. 

ALLEN Barker, M.D. 

Rurus P. Brittain, M.D. 

W. Linwoop Batt, M.D. 

Tuomas B. Hunter, M.D. 

WIiLuiAM F. Matoney, M.D. 

H. B. MULHOLLAND, M.D. 

Lewis INGRAM, M.D. 


Federal Medical Services 


The Committee on Federal Medical Services has fol- 
lowed the legislation proposed and passed during the 
year which may affect the private practice of medicine. 

(1) The Medicare Program was greatly curtailed dur- 
ing the past year. The Federal Services must be utilized 
for service beneficiaries where the facilities are available. 
This has greatly reduced the number cared for by private 
physicians. 

(2) The Care of Veterans. The A.M.A. program has 
advised restriction to service connected care and the return 
of the non-service connected problems to the states and 
local communities. 
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(3) The Hometown Care Program for the Veterans. 
The Veterans Administration in applying Public Law 
85-857 1957 and 1958, rules that fee basic treatment will 
not be authorized unless government facilities are not 
feasibly available. 

The Congress has passed a Federal Employees Health 
Insurance bill which will become effective July 1, 1960. 
It provides that the Federal Governnient will pay fifty 
per cent of the cost of the premiums. This program will 
be administered by Blue Cross-Blue Shield and the private 
Insurance Companies. 

The Forand Bill which is under consideration by the 
Congress provides medical care for the beneficiaries of 
Social Security and at the time of this report has not been 
acted upon. 

Your committee will continue its study of legislation 
affecting the private practice of medical care and en- 
deavor to keep you informed. 


Joun T. Haze, M.D., Chairman 


Radiation Hazards 


Your Committee has given much study to the need for 
legislation which would declare the public policy of the 
State with reference to radiation and radio-active ma- 
terial. As a result of this study, the Committee recom- 
mends that the House of Delegates of The Medical So- 
ciety of Virginia approve the following proposed Bill and 
do everything possible to seek its enactment by the General 
Assembly of Virginia. 


A BILL 


To declare the public policy of the State with respect 
to radiation and radioactive materials; to define 
certain terms; to create a State Radiation Control 
Agency and a committee to assist such agency; to 
prescribe the powers and duties of such agency and 
committee; to prohibit certain practices; and to 
provide penalties for violations. 


Be it enacted by the General Assembly of Virginia: 

1. § 1. Whereas radiation has become instrumental in 
the improvement of health, welfare, and productivity of 
the public when properly utilized, and whereas it may 
impair the health of the people and the industrial and 
agricultural potentials of the State if improperly utilized, 
and whereas The Medical Society of Virginia has recog- 
nized the need for regulation and safeguarding of radia- 
tion hazards, it is hereby declared to be the public policy 
of the Commonwealth of Virginia to encourage the con- 
structive uses of radiation and to control any associated 
potentially harmful effects. 


§ 2. The following words and phrases when used in 
this act shall, for the purpose of this act, have the mean- 
ings respectively ascribed to them in this section: 

a. ‘“Radiation”",\—gamma rays and x-rays, alpha and 
beta particles, high speed electrons, neutrons, protons, and 
other nuclear particles; but not to include sound waves or 
electromagnetic radiation of a wave length greater than 
200 

b. “Radiation machine”’—any device that produces 
radiations when the .associated control devices are 
operated. 
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c. “Radioactive material’—any material tnat emits 
radiation spontaneously. 


§ 3. a. The State Department of Health is hereby 
designated as the State Radiation Control Agency, here- 
inafter referred to as the Agency. 

b. The State Commissioner of Health, or such deputy 
as he may from time to time designate, shall perform and 
carry out all functions and duties under this Act. 

c. There is hereby established within the State a Radia- 
tion Technical Advisory Committee, hereinafter referred 
to as the Committee, consisting of ten members. The State 
Health Commissioner shall be a member of the Committee 
ex officio. The other nine members shall be appointed by 
the Governor, and shall be persons with scientific training 
in one or more of the following fields: genetics, health, 
agriculture, medicine, diagnostic roentgenology, thera- 
peutic radiology and nuclear medicine, dentistry, radiation 
physics, biology, industry and atomic energy. Committee 
members shall serve at the pleasure of the Governor. 

d. The Committee shall hold four regular meetings 
each calendar year, and special meetings as deemed neces- 
sary by the Committee, or by the State Health Com- 
missioner. It shall be the duty of the Committee to provide 
the Agency with such technical advice and assistance as 
may be required relative to permissable exposure levels, 
standards of practice, radiation instrumentation, and other 
technical matters. Members of the Committee, other than 
the State Commissioner of Health, shall be entitled to re- 
ceive compensation of thirty dollars per diem and reim- 
bursement for actual and necessary traveling and sub- 
sistence expenses while engaged in the business of the 
Committee. 

§ 4. The Agency shall have the following powers and 
duties: 

a. To cooperate with and render assistance to the Di- 
vision of Inspection of the United States Atomic Energy 
Commission, and any and all other agencies of the Federal 
government which may have official interest or authority 
in the detection, measurement, or control of radiation. 

b. To cooperate with and render assistance to other 
agencies of the Commonwealth of Virginia or of its 
political subdivisions in matters related to the purposes 
of this Act. 

c. To, upon request, render opinion concerning plans 
and specifications on the design and shielding for radia- 
tion sources submitted before or after construction or in- 
stallation sources submitted before or after construction 
or installation, for the purpose of determining the possible 
radiation hazard. 

d. To, with the approval of the State Board of Health, 
adopt and promulgate such rules and regulations as it 
deems necessary to further the purposes of this Act; such 
rules and regulations may incorporate by reference the 
recommended standards of nationally recognized bodies 
in the field of radiation protection such as the National 
Committee on Radiation Protection or the American 
Standards Association. 

e. To, as a service to the public, attempt to secure com- 
pliance with Radiation Protection Rules and Regulations, 
or with nationally accepted standards, by inspection and 
report, or by instructions, demonstration, or persuasion. 
Where such devices fail, and where the State Board of 
Health and the Agency agree that a serious hazard to 
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health from radiation exists, an emergency order shall be 
issued for the abatement of the hazard. 

f. To encourage, participate in, or conduct studies, in- 
vestigations, training, research, and demonstrations re- 
lating to the control of radiation hazard, the measurement 
of radiation, the effects of radiation exposure to health, 
and other related problems. 

g. To accept loans, grants or other funds or gifts from 
the federal government and from other sources, public and 
private, for carrying out any of its functions. 

§ 5. It shall be unlawful for any person, firm, institu- 
tion or agency to produce radiation, or to produce, use, 
store, or dispose of radioactive materials including radium, 
unless the machines or materials involved have been regis- 
tered in writing with the Agency, except that a period of 
ninety days shall be allowed for such registration after 
the effective date of this Act. (See paragraph 8) 

§ 6. a. Any person who violates any of the provisions 
of, or who fails to perform any duty imposed by this Act, 
or who violates any order of the Agency promulgated 
pursuant to this Act, shall be guilty of a misdemeanor, 
and in addition thereto may be enjoined from continuing 
such violations. Each day upon which such violation oc- 
curs shall constitute a separate offense. 

b. It shall be the duty of the Attorney for the Com- 
monwealth in any locality wherein a violation of this Act 
is alleged to have occurred on the request of the Agency 
to bring an action for injunction against any person vio- 
lating the provisions of this Act, or violating any order of 
the Agency. 

§ 7. This Act shall not be construed as repealing any 
laws of the State relating to radiation sources, exposures, 
radiation protection, and professional licensure, but shall 
be held and construed as auxiliary and supplementary 
thereto, except to the extent that the same are in direct 
conflict herewith. 

§ 8. This Act shall not apply to any person or activity 

who or which is subject exclusively to legislation enacted 
by the Congress concerning atomic energy and uses 
thereof. 
2. If any section, subsection, part or portion of this Act 
is for any reason held to be unconstitutional, such holding 
shall not affect the validity of any remaining portion of 
this Act. 

Perhaps it should be mentioned that the Chairman of 
the Committee has consulted with a member of the Gen- 
eral Assembly concerning the proposed Bill, and received 
only one suggestion. It was recommended that considera- 
tion be given to deleting any reference to a specific per 
diem for members of the proposed Radiation Technical 
Advisory Committee. 

Your Committee has made known its desire to partici- 
pate in hearings conducted by the VALC Committee as- 
signed to study radiation hazards. The Chairman has been 
assured that he will be notified when such hearings are 
held. 

P. B. Parsons, M.D., Chairman 
GeorGE Cooper, Jr., M.D. 
FRANK R. KELLy, Jr., M.D. 
Mack I. SHANHOLTZ, M.D. 


National Legislative 


There was considerable activity on the part of this 
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Committee since two issues vitally affecting medicine were 
before Congress. 

(1) Forand Bill: Your Committee consisting of the 
Councilors of the State Society contacted the individual 
Congressmen and Senators expressing opposition to this 
bill. In addition the chairman representing The Medical 
Society of Virginia testified in Washington before the 
House Ways and Means Committee on July 17th in op- 
position to this bill. At the present time (July 20) it seems 
that action on this bill will be deferred until next year. 
It is an ever present threat and the proponents will un- 
doubtedly introduce this again. All members of the State 
Society are urged to contact their representatives and 
Senators during the Congressional recess and make their 
feelings known. 

(2) Keogh Bill: Additional hearings on this will be 
held the latter part of July. Your Committee has con- 
tacted the Congressmen and Senators urging support of 
this tax deferment bill, which passed the House, and at 
present is in the hands of the Senate Finance Committee. 

The Chairman of this Committee testified before the 
Senate Finance Committee in support of this bill. 

Your Committee is grateful for the help given it by the 
individual members, and urged all members to become 
well informed on Socio-Medico-Economic problems. This 
is vitally important, particularly at this time, and each 
member is requested to read the A.M.A. news, the organi- 
zation section of the J.A.M.A. and the comparable sections 
in the Virginia Medical Monthly. Certainly, since these 
subjects are so tremendously important and action on them 
may so vitally change medical practice it is imperative 
that physicians inform themselves, and talk to various 
lay people as well as members of Congress. It is sug- 
gested that physicians spend 10% as much time studying 
these problems as they spend on medical reading. 


VincENT W. Arcuer, M.D., Chairman 


Insurance 


Your Committee has had only one meeting this year, 
but there has been voluminous correspondence. It would 
seem that insurance as pertaining to professional people 
is a big business and we have received many proposals 
for various type of group policies, some of which were 
gone over carefully and others were kept for future 
study. 

At our meeting on February 6, 1959, in the Society Head- 
quarters in Richmond, Mr. Don Clifford, of the St. Paul 
Insurance Company home office, reported on the Society's 
professional liability insurance program and stated that 
steady progress was being made. He stated that 800 mem- 
bers of the Society are now participating in the program 
and that during 1958 premiums were paid in the amount 
of $97,654. It was most encouraging to learn that incurred 
losses during that same period amount to but $7,911. It 
was also reported that since the program went into effect 
three years ago a total premium of $237,347 has been 
paid and incurred losses have totaled $26,873. This means, 
of course, that the experience in Virginia has been un- 
usually good. Mr. Clifford in commenting on the experi- 
‘ence, stated that the St. Paul Insurance Company felt 
justified in filing with the State Corporation Commission 
a request for a premium: rate reduction. The proposed 
reduction would be approximately twelve per cent of cur- 
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rent rates. The Committee was quite pleased with this 
proposal and expressed the hope that the Company would 
proceed with its plans. (Since our meeting this rate re- 
duction has gone into effect.) 

Dr. Guy Horsley discussed the lack of a “written con- 
sent” clause in the policy. It was brought out that many 
physicians had objected to the omission of this clause and 
that undoubtedly the program’s growth had been affected 
to some degree. Mr. Clifford assured the Committee that 
he would take this matter up with home office officials as 
soon as he returned to St. Paul. A question was then 
raised as to whether or not a doctor paying the premium 
for physicians would be covered if a malpractice suit 
should result from his having assisted in surgery. It was 
explained that the physician would definitely be covered 
and that the question was one of rating rather than cov- 
erage. Rating is a company responsibility and does not in 
any way affect the doctor’s coverage. 


A report on the Society’s sickness and accident program 
was requested and a letter from the Loyalty Group re- 
vealed that 1,137 members of the Society are now par- 
ticipating. Premiums during the last three years have 
totaled $478,503.73. Losses actually paid during that period 
amount to $258,608.87. The Company considers this ex- 
perience to be very satisfactory and has reduced by 25% 
those premium costs for members under 25 years of age. 
It was also reported that the Company is making careful 
study of the advisability of offering increased weekly in- 
demnity and an extension of the length of disability. A 
number of physicians have written the Society in recent 
months requesting an increase in benefits. 

Mr. Dave Dyer, Roanoke, spoke to the Committee on 
the Society’s new major hospital and business overhead 
program. (Since our meeting, Mr. Dyer has reported that 
the goal of 500 physically aceptable members have been 
enrolled so that underwriting requirements will be waived 
for those applicants who are physically unacceptable at the 
moment. ) 

Your Committee has had correspondence with a repre- 
sentative of World Insurance Company relative to addi- 
tonal protection on health and accident insurance, regard- 
less of the amount which is now carried under professional 
policies. This matter will come before the entire Council 
in October. 

We have received several proposals on group life in- 
surance, all of which were turned down. However, if 
this insurance is desirable on a local basis, this Committee 
would have no objections to same. 

As this report goes to press, we have a called meeting 
of the Insurance Committee set for July 24, 1959, at which 
time foremost on the agenda will be consideration of a 
proposed combination insurance-investment program de- 
signed with the Keogh-Simpson legislation in mind. As 
you know, this particular legislation has been supported 
by physicians for some time. 


C. M. McCoy, M.D. 

Guy W. Horsey, M.D. 

W. D. Lewis, M.D. 

J. R. B. Hutcuinson, M.D. 

Louis P. Battey, M.D. 

ANpbREW F. M.D., Chairman 


Cancer 

The Cancer Committee has during the past year concen- 
trated its efforts towards the establishment of a State 
Central Cancer Registry. This work is being done in con- 
junction with the State Health Department and the Vir- 
ginia Division of the American Cancer Society. 

The annual review of Tumor Clinic activities has not 
been conducted, this being deferred until the registry be- 
comes established or until such time as the Committee 
feels that it is indicated to make such a survey. 


CLAIBORNE FitrcHett, M.D. 
GeEorGE Cooper, M.D. 

WuuiaM Doran, M.D. 

W. R. SourHwarp, M.D. 

Louis A. Leone, M.D. 

W. C. Firzceratp, M.D. 

Cary A. Stone, M.D. 

CHARLEs A. Crockett, M.D. 
RicHARD N. DENorrD, M.D. 

Joun R. Knicut, M.D., Chairman 


Liaison with the Department of Public Welfare 

The Liaison Committee met with representatives of the 
Department of Public Weifare in the Board Room of the 
State Department of Welfare and Institutions, July 11, 
1959, 

Mr. Painter reviewed the developments relating to 
medical care of indigent and medically indigent persons 
since the last meeting of the Committee and presented cur- 
rent aspects of the medical care programs which the De- 
partment wished the Committee to consider. 

A brief outline of a study which the Virginia Advisory 
Legislature Council is making of the problem of financing 
hospital care for indigent and medically indigent persons 
was presented, in which a statement prepared by the De- 
partment and presented to the VALC committee showed 
an expenditure of approximately $868,500.00 under the 
state-local hospitalization program. There was consider- 
able discussion of the responsibility of a locality to pro- 
vide medical care for needy persons. It was noted that 
some localities in the state are reluctant to assume this 
responsibility as regards hospital care and that there 
is no way under the present law to require it. Mr. Painter 
pointed out that if hospital care were provided through 
public assistance for recipients of old age assistance, aid 
to dependent children, aid to the permanently and totally 
disabled and aid to the blind, all localities in the state 
would have to participate in financing such care for 
eligible persons within such limits as would be. specified 
in the public assistance plans. 

The Committee went on record as favoring (1) local 
financing of hospital care as far as possible with state 
and federal participation only when necessary, and (2) 
some provision whereby localities can be required to as- 
sume their responsibilities within their ability so to do. 

Mr. Painter presented to the committee a statement 
prepared for a VALC committee of expenditures from 
public funds for physicians’ fees and drugs, based on data 
for January, 1957, showing physicians’ services in amount 
of $297,372 and drugs $525,312. After some discussion of 
the amounts involved in these two items, the committee 
expressed the opinion that expenditures for drugs could 
be reduced if payment were allowed only for items on a 
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state approved list of basic drugs. It was also agreed that 
there is need for closer working relationships and coop- 
eration between local medical groups and local depart- 
ments of public welfare. The committee felt that it would 
be well that liaison committees for public welfare be 
created by regional and local medical societies. The 
chairman of these committees could represent the State 
Liaison Committee in their respective districts or areas. 
The Committee also favored direct (vendor) payment 
for medical needs such as physicians’ fees and drugs. 


A. L. Carson, M.D. 

Joun P. Lyncn, M.D. 
KINLocH NELson, M.D. 
Horace E. Kerr, M.D. 

H. B. MULHOLLAND, M.D. 

G. B. Serzier, M.D., Chairman 


Rehabilitation 


The Rehabilitation Committee, which also functioned 
as the Medical Advisory Committee to the Vocational Re- 
habilitation Service of the State Department of Education, 
has been active during the year. 

Individual members of the committee, representing 
several specialty fields and living in various geographical 
areas, continually provide consultative services to the 
professional staff of the Rehabilitation agency. In the 
course of a year professional advice is given on a sub- 
stantial number of situations involving complicated medi- 
cal problems. The Agency has assisted in the revision of 
parts of the professional fee schedule and the develop- 
ment of policies regarding the provision of physical resto- 
ration services to eligible handicapped individuals. 

Several members of the committee have worked actively 
with those responsible for staff training in the Rehabilita- 
tion Service in planning for and providing training for 
the professional staff of the Agency. In recent conferences 
of the professional staff, training has been provided in the 
fields of cardiovascular disorders, problems of para- 
plegics, and rehabilitation of the deaf and hard of hearing. 


Roy M. Hoover, M.D., Chairman 
Georce A. Duncan, M.D. 

J. R. Biatock, M.D. 

Leroy SmiTH, M.D. 

A. L. Carson, M.D. 

G. S. Frrz-Hucn, M.D. 

Epwarp E. Happock, M.D. 
ReENo Porter, M.D. 

Cuarves L, Savace, M.D. 

F. J. Wricut, M.D. 

Frank B. Strarrorp, M.D. 

A. Ray Dawson, M.D. 
BENJAMIN W. RAWLEs, JR., M.D. 
J. Treacy O’HANLAN, M.D. 
Joun N. Pastore, D.D.S. 


National Emergency Medical Service 


We are pleased to report considerable progress in the 
past year in our effort to prepare the state for any type 
of disaster. Since the chairman of this committee is also 
the Chief, Health and Special Weapons Defense of the 
State Office of Civil Defense, there has of necessity been 
an overlapping of duties. 

There has been a complete reorganization of the Med- 
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ical Staff of Civil Defense, whereby the state departments 
are charged with the responsibilities of their various mis- 
sions which they normally carry out. One result of this 
is to place each local health director, both county and 
city, as the administrative head of health and medical 
services, This makes him responsible for all training, 
planning and preparing for disaster, and also holds him 
responsible for all expanded public health activities. The 
health director is required to appoint, with guidance and 
approval of the local medical society, a physician to head 
up actual medical care of casualties and for patients. This 
physician has no responsibility other than to organize his 
staff and care for patients. 

While there are over 100 First Aid stations stored at 
strategic points in the State it is felt that more are needed 
for local or natural disasters. Since these stations are 
purchased through matching funds many counties do not 
feel they can afford this purchase. 

There are now twenty-four (2+) prepositioned 200-bed 
emergency hospitals in Virginia, located at Richmond, 
Charlottesville, Roanoke, Winchester, Fredericksburg, 
Franklin, Manassas, Floyd, Waynesboro, Greensville, 
Bowling Green, Crozet, Wakefield, Waverly, Pulaski, 
Wytheville, South Boston, Chatham, Buena Vista, Bed- 
ford, Danville, Radford and Pearisburg. Five more have 
been requested for Clifton Forge, Christiansburg, Lynch- 
burg, Occoquan and Madison. 

There are two hospital centers prepared for national 
emergency—Rockingham Memorial Hospital with Madi- 
son College at Harrisonburg, and Mary Washington Hos- 
pital, Mary Washington College in Fredericksburg. These 
units can care for approximately 2000 patients each. 

A State Operational Survival Plan has been published 
by the Office of Civil Defense with annexes for all services 
included. Each local health director has been furnished 
with the medical annex which includes an outline for all 
medical resources, an operational plan, plus much de- 
tailed information pertinent to disaster including radio- 
active fallout from thermonuclear explosion. 

Training is continuous in First Aid classes, nursing care 
of mass casualties, and radiological monitoring. We have 
endeavored to have local medical societies devote a per- 
centage of their meetings each year, to the care of mass 
casualties. The response has not been very gratifying. 

The committee feels that much has been accomplished, 
but there still remains much more to be done. 


E. Cato Drasn, M.D. 

FRANK A. KEARNEY, M.D. 

Meyer I. KriscHer, M.D. 

ALEXANDER McCaustanp, M.D. 

CHARLEs R. Ritey, M.D. 

W. Ross SouTrHWarp, Jr., M.D., Chairman 


Aging and Chronically Ill 

During the past year the problems of the aging and 
chronically ill have been brought into sharp focus by the 
actions of the United States Government. Many bills 
pertaining to this group of citizens have been introduced 
into the Congress or Senate in the past few years. The 
President is to hold a vast conference in 1961 in Wash- 
ington, D. C., to plan for the future care of the aged of 
the United States, and preliminary planning is already 
under way for this. 
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Apparently there is a two-fold reasoning behind this 
great activity. One cause of increasing need for help is 
the relatively sudden realization that large numbers of 
our population are reaching, or soon will reach, chrono- 
logical “old age”. The other reason for the sudden flurry 
of activity for these people is the realization that they 
represent political votes. 

From a humanitarian point of view, it must be ad- 
mitted that some of our senior citizens each sixty-five 
years of age in poor condition, physically, psychically and 
financially. They often are the victims of one or more 
chronic illnesses which make life unpleasant, or difficult 
or almost (but not quite) unbearable. They begin to see 
their life-long friends fade away—they are let out of their 
work by retirement—they no longer can obtain some 
forms of insurance—they are penalized by being denied 
their long-paid-for social sccurity, if they earn more than 
a mere pittance. 

From a political standpoint, this group now represents 
nearly fifteen million (15,000,000) eligible voters, all 
with some of the same problems and similar complaints. 
This total number is growing rapidly and will continue 
to do so. A great many of them have reached the point 
where national interests become secondary to personal 
security, simply because of their changing viewpoint. This 
is a rich political prize which may fall to the politicians 
and political party giving the biggest promises. 

Because both aspects so markedly touch on the medical 
profession, this Committee has tried to keep pace with 
developments in this field. We have held two meetings 
this year and contemplate yet a third, before our Annual 
Meeting of The Medical Society of Virginia. On January 
28, 1959, the Committee met in Richmond. The various 
brochures on problems of the aging, published by the 
American Medical Association, were discussed. It was 
decided to request the local component societies to each 
develop a Committee on Aging and Chronically III, so that 
the work of this Committee can be further dispersed. Dr. 
Shanholtz, State Commissioner of Health, stated that the 
State Health Department had many statistics and survey 
available, and could possibly help in some local projects 
pertaining to the aged and chronically ill, if requested to 
do so. This assistance would probably come through, or 
in conjunction with, the local health authorities, if 
granted. It was decided to send the Component Societies 
information published by the American Medical Associa- 
tion as it is received. This has been started, wherever a 
local Committee on Aging has been activated. 

The second Committee meeting was held on July 16 in 
Richmond. Several members of the Committee were ab- 
sent. The Chairman reported on his attendance at Na- 
tional meetings in Washington, D. C., (Joint Council to 
Improve the Health Care of the Aged) and Ann Arbor, 
Michigan, (Training Institute for the White House Con- 
ference). There was some discussion regarding the pro- 
posed Senior Citizens Contract of the Virginia Medical 
Service Association (Richmond Blue Shield). It was 
recommended that the sub-Committee on Pre-Payment 
Hospital and Medical Insurance of the Medical Service 
Committee study the contract and make recommendations 
to the Executive Committee of the Council. 

The Director of the Governor’s Commission on Aging, 
Mr. John Raine, was then introduced to the Committee 
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members. Mr. Raine expressed concern over the number 
of people in mental hospitals who are not mentally ill, 
but who are put there merely for custodial or domiciliary 
care. This costs the State more than twice as much per 
day as would nursing home care for these people. The 
total extra expense over a year is very great. 

Mr. Raine then discussed the problem of nursing homes, 
as such, and stated that the nursing home situation in 
Virginia is not good, that there is insufficient control of 
their standards, and that the law does not make better 
control feasible. Dr. Southward indicated that the State 
Department of Health has a plan for classifying and regu- 
lating nursing homes, but does not have authority to put 
it into effect. 

Mr. Raine requested that this Committee, and through 
it The Medical Society of Virginia, do its utmost to assist 
in clearing up the nursing home problem and in removing 
domiciliary patients from the mental hospitals of Vir- 
ginia. The Committee especially noted that these patients 
would not be present in these mental hospitals if they 
had not been originally placed there by the action of a 
physician. 

Mr. Raine then invited the members of our Committee 
to meet with the Governor’s Commission at an early date. 
A supplementary report of this meeting will be made, if 
it takes place before our Annual Meeting. 

Two members of the Committee, Dr. Malcolm Harris 
and Dr. Ira Hancock, advised the Committee concerning 
the administrative arrangement and very satisfactory 
and effective work being done by the Patrick Henry Hos- 
pital in Southeastern Virginia. Seventeen counties use 
this facility as a cooperative nursing home, and these 
members of the Committee feel this might well be a model 
for similar facilities elsewhere in Virginia. 

The Committee has just begun to understand and ap- 
preciate the magnitude of its area of work. With ten per 
cent of Virginia’s population over 65 years of age, and 
more reaching this point every day, a great many prob- 
lems need solving. Time to work out sound solutions is 
necessary. It is hoped that we, as a Society, can help 
those in authority solve the problems of the aging without 
socialistic devices and to the betterment of our unfortunate 
citizens in this category who may need help. Let us not 
force our paternal care on those who are satisfied, happy, 
and in no need of such attention. 

H. B. MULHOLLAND, M.D. 

Ira L. Hancock, M.D. 

Mack I. SHANHOLTZ, M.D. 

M. H. Harris, M.D. 

Louis P. Battey, M.D. 

Harry C. Bates, Jr., M.D., Chairman 


American Medical Education Foundation 


This Committee finds itself in a disappointing position. 
It has worked hard but must report failure. 

Regarding the American Medical Education Founda- 
tion these things seem apparent: 

1. It is a very worthy cause, one which nearly all 
physicians support locally. It seems to us that AMEF 
should take precedence over many of the other drives 
to which we give time and effort. 

2. Contribution by Virginia physicians is not dis- 
gracefully low. $8,875.50 was given in 1958. This is 
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accomplished, however, by large contributions by a 
small number of physicians. A total of $2,200 was 
given by only 18 physicians. There are 2,875 members 
in the medical society. 

3. Virginia contribution rate remains steady, seem- 
ingly regardless of how well or poorly this Committee 
performs. 

In view of these things it seems plain that our member- 
ship is not being reached. This Committee had hoped the 
solution might be for the State and local societies to work 
together. To accomplish this a series of letters, including 
one from the President of the Medical Society, was sent 
to each local society asking the appointment of a local 
AMEF chairman. Disappointingly, only 15 societies com- 
plied. 

A part of the plan was to have a yearly meeting in 
Richmond of the local chairman and the state Committee. 
In March of this year this meeting was held. Only the 
societies of Norfolk, Alexandria, Richmond, and Ports- 
mouth sent representatives. Mr. Oliver of the AMEF 
was present as were representatives from the Medical Col- 
lege and the University of Virginia. 

The failure of the local organization plan was by then 
apparent. In previous years the large state committee 
plan had not worked well. In effect, all avenues of ap- 
proach have been tried except that of dues assessment. 
This has been successful in many other states. There was 
strong sentiment from the local chairmen present at the 
March meeting to adopt the dues assessment idea. This 
Committee agreed to present and support this at the 
Council of the Society at the October meeting. 


Joun C. Watson, M.D., Chairman 
James B. ApaAms, M.D. 

Georce Crappock, M.D. 

K. K. Wattace, M.D. 


Maternal Health 


The Committee on Maternal Health met March 11 and 
July 25, 1959, with eleven members present at each 
meeting. 

The Sub-Committee on Licensing and Controlling Mid- 
wives was to present to the full Committee an outline of 
a teaching program for present and prospective midwives. 

The Sub-Committee on Maternal Death classifications 
stated that the present classifications used by the Com- 
mittee is more extensive than that used by committees in 
several other states. The Committee requests that the 
Attorney for The Medical Society of Virginia formulate 
possible legislation so that all information secured in a 
maternal death could be privileged, statistical and unavail- 
able for any court action, 


At the second meeting the Committee was informed of 
the death of the Attorney for The Medical Society of Vir- 
giania, and, until a new attorney is secured by the Society, 
consideration of recommendations for legislation regarding 
the privileged nature of maternal death material could be 
withheld. 
The Committee agreed that the reports of maternal 
deaths would be made to attending physicians on request. 
The Sub-Committee on Licensing and Controlling Mid- 
wives recommended that the word “sanitary” be deleted 
from section 32-329 of the Code of Virginia. The Com- 
mittee accepted this recommendation for presentation to 
the State Medical Society for consideration. 
The Program Committee of the State Medical Society 
will be notified that the Committee on Maternal Health 
is available for the 1960 program of the Society. 
The terminology and classification as recommended by 
the American Medical Association in the “Guide for Ma- 
ternal Death Studies”—1957 will be used in the study of 
maternal deaths in this state. 
A letter was received from the Maternal Health Com- 
mittee of another state requesting information for statis- 
tical purposes on maternal deaths in our state. The Com- 
mittee agreed to send this information as requested. The 
Sub-Committee on Hospital Standards presented recom- 
mendations for changes in the Maternity Hospital Laws. 
After careful consideration of these proposals the Com- 
mittee voted unanimously to recommend to the Society 
these clarifications. 
The following motion, approved by the full Committee 
is to be presented to The Medical Society for its considera- 
tion: “As a result of the Study of Maternal Deaths in 
Virginia, the Committee agreed that certain of these 
deaths might have been prevented if a policy were fol- 
lowed whereby interns and residents consulted with an 
attending physician concerning any major obstetrical pro- 
cedure before any treatment is instituted. The Committee, 
therefore, recommends that the observance of such a policy 
be adhered to through the state.” 
E. S. GrosecLose, M.D., Chairman 
A. Tyree Fincn, M.D. 
H. Ware, M.D. 
L. L. SHAMBURGER, M.D. 
Georce E. Hurt, M.D. 
Mason C. Anprews, M.D. 
CuHesTer L. Ritey, M.D. 
JouHn H. M.D. 
W. N. THornTon, M.D. 
James J. Dunne, M.D. 

W. J. Hacoop, M.D. 

K. CHARLES LATVEN, M.D. 

WitiiaM M. Gammoy, M.D. 
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Current Currents 


COMMITTEE REPORTS are published in this issue and should be read by all members. 
A knowledge of Committee activities and objectives is necessary if the work of the So- 
ciety is to be properly evaluated. 


AN EXPLANATION is in order for those members who have been unable to obtain 
reservations at the Hotel Roanoke during the Annual Meeting. It is natural that most 
physicians attending their Society’s Annual Meeting would wish to have accommoda- 
tions at the headquarters hotel. Members of The Medical Society of Virginia are no 
different and each year the problem becomes greater. The cruel truth is that no one hotel 
in Virginia can, at this time, make available a sufficient number of rooms to house all of 
our members and exhibitors under one roof. Consequently, a portion of each group finds 
it necessary to make reservations elsewhere. 


By direction of the House of Delegates, a block of rooms is set aside for Delegates and 
guests, but these are released each year just as soon as possible. The Hotel attempts to 
confirm all reservations in chronological order. 


Fortunately, however, our convention cities have other good hotels and a number of 
excellent and attractive auto courts. We sincerely hope that inability to obtain a res- 
ervation at the headquarters hotel will not keep anyone from attending the Meeting. 


MEDICAL MOTION PICTURES will be shown this year on a far greater scale than 
ever before. A special committee has selected eight of the best films currently available, 
and they will be shown on Monday afternoon at 3:00 P.M. Check your official pro- 
gram for titles and locations. ’ 


THE REFERENCE COMMITTEE, considering all resolutions introduced in the House 
of Delegates, will meet in the Ballroom of the Hotel Roanoke on Monday afternoon 
at 2:30 P.M. This is an excellent opportunity to observe your Society at work. The 
Committee is meeting in the Ballroom in order that seats might be available for all. 


DO NOT FORGET the Wednesday morning session on Social Security. This is the 


discussion members have been requesting. Bring your questions, hear both sides and 
then make your decision. 
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THE NATIONAL FOUNDATION is asking the help of Virginia physicians in prov- 


ing the efficacy of the Salk vaccine. Dr. Salk is currently conducting, at the University 


of Pittsburgh, a study on paralytic polio cases reported in Virginia which have had three 
or more shots. 


Dr. Salk would like acute blood specimens taken within three days of onset, a second 
specimen three weeks later and also stool specimens during the hospital stay. Each Foun- 
dation office has a supply of blood venules and stool containers and will work with the 
physician in every possible manner. Thus far, the Foundation has not been learning 
of three-shot polio cases until many days after onset. This means that it has been im- 
possible to obtain first bloods and that this particular phase of the study has been handi- 
capped as a result. 


THE STATE DEPARTMENT OF HEALTH wishes to remind physicians that a 
special virus laboratory, functioning as a part of the State Laboratory, is available to 


them for assistance in diagnosing suspected or clinically diagnosed cases of polio. 


THE OHIO STATE MEDICAL ASSOCIATION believes that physicians should real- 
ize that they do themselves a disservice when they fail to support and publicize their so- 
ciety’s grievance committee. According to the Association, “The stature of the phy- 


sician is increased in the eyes of his patient when the patient knows that he supports 


and conducts himself within his grievance committee’s concepts.” 


THE FEDERAL AVIATION AGENCY is expected to modify its original plan to 
make heart disease, diabetes and psychoneurotic conditions disqualifying for certifica- 
tion. FAA has also postponed its plan to require all physicians giving physicals to 


plane pilots to be designated medical examiners with official accreditation. Transport 


and commercial pilots still, however, must go to designated medical examiners for 


their physicals. 


THE MEDICAL SOCIETY OF VIRGINIA was one of twelve state societies which 
testified against the Forand Bill during recent hearings by the House Ways and Means 


Committee. Other neighboring societies which testified were North Carolina, Tennessee, 
and Kentucky. 


THE 1960 ANNUAL MEETING of the Society will be held in Virginia Beach from 
October 9-12. 
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Where no name is listed it is indivative that no dele- 


DELEGATES TO THE 1959 MEETING 
THE MEDICAL SOCIETY OF VIRGINIA 


gate or alternate was reported in time for publication. 


Delegates 


Accomack 
Dr. Walter A. Eskridge 


Albemarle 
Dr. G. S. Fitz-Hugh 


Dr. Wm. N. Thornton, Jr. 


Dr. Thomas S. Edwards 


Alexander 


Dr. Richard E. Palmer 
Dr. John C. Watson 
Dr. Milton R. Stein 


Alleghany-Bath 
Dr. William P. Fletcher 


Dr. Jeanette Jarman 


Ambherst-Nelson 


Arlington 


Dr. William D. Dolan 
Dr. John T. Hazel 
Dr. K. Charles Latven 


Augusta 


Dr. William G. Painter 
Dr. Boyd H. Payne 
Dr. Charles L. Savage 


Bedford 
Dr. William V. Rucker 


Botetourt 


Buchanan- Dickenson 


Dr. J. C. Moore 
Dr. T. C. Sutherland 


Charlotte 


Culpeper 
Dr. Cecil G. Finney 


Danville-Pittsylvania 
Dr. J. J. Neal 
Dr. Snowden C. Hall, Jr. 


Fairfax 


Dr. John. Prominski 
Dr. Peter Soyster 


Fauquier 
Floyd 


Fourth District 


Alternates 


Dr. Donald F. Fletcher, Jr. 


Dr. J. R. Massie, Jr. 
Dr. E. Cato Drash 
Dr. George S. Spence 


Dr. 
D 


= 


Donald Myers 
. Thomas N. Warren 


= 


Dr. Thomas A. McGavin 
Dr. Edmund P. Naccash 
Dr. W. C. Welburn 


Dr. J. H. Thomas 
Dr. McKelden Smith 
Dr. Treacy O’Hanlan 


D 


= 


. O. B. Darden, Jr. 


Dr. Thomas MacDonald 
Dr. J. P. Sutherland 


Dr. J. Bernard Jones 


Dr. Roland E. Bieren 
Dr. J. D. Zylman 
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Delegates 


Fredericksburg 
Dr. David W. Scott, Jr. 
Dr. William D. Liddle, Jr. 
Dr. James E. Grimes 
Dr. Claude A. Nunnally 


Halifax 
“Dr. Lloyd W. Eastlack 


Hampton 
Dr. Frank A. Kearney, III 


Hanover 
Dr. Mann T. Lowry 


James River 


Dr. W. A. Pennington 
Dr. J. H. Yeatman 


Lee 
Dr. G. B. Setzler 


Loudoun 
Louisa 


Lyncht urg Academy 
Dr. Holcombe H. Hurt 
Dr. Harold Riley 
Dr. Phillips Bryan 


Mid-Tidewater 
Dr. J. W. Chinn 
Dr. A. L. Van Name, Jr. 
Dr. Richard B. Bowles 
Dr. Raymond Brown 
Dr. W. H. Hosfield 
Dr. Carl Broaddus 
Dr. Joseph R. Parker 


Newport News 
Dr. Russell Buxton 
Dr. E. V. Siegel 
Dr. Paul Hogg 
Dr. A. A. Creecy 


Norfolk 


Dr. W. Callier Salley 

Dr. Claiborne W. Fitchett 
Dr. William L. Taliaferro 
Dr. Harry M. Frieden 

Dr. Mallory S. Andrews 
Dr. Mason C. Andrews 
Dr. Samuel M. McDaniel 


Northampton 
Dr. E. M. Henderson 


Alternates 


Dr. James K. Hinton 


Dr. Osear W. Ward, Jr. 


Dr. R. W. Mosely 


Dr. Garland Dyches 
Dr. L. R. Stinson 


Dr. Beryl H. Owens 


Dr. F. N. Thompson 
Dr. J. W. Tankard 
Dr. E. B. Mewborne 
Dr. Q. J. Legg 


Dr. G. H. M. Rector 

Dr. Charles Horton 

Dr. Donald Faulkner, II 
Dr. G. S. Taylor, III 
Dr. A. L. Sheldon 

Dr. C. M. MeCoy 

Dr. James Wolcott, IV 


Dr. John R. Hamilton 
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Delegates Alternates 


Northern Neck 


Dr. j. Motley Booker Dr. Leonard C. Booker 
Dr. Paul C. Pearson Dr. Harold E. Sisson 
Dr. Horace E. Kerr Dr. E. T. Ames 

Dr. Norman R. Tingle Dr. A. B. Gravatt 


Northern Virginia 
Dr. James R. Holsinger 
Dr. Dennis P. McCarty 
Dr. H. P. Maccubbin 
Dr. J. P. Snead 
Dr. Frank E. Tappan 
Dr. Harold W. Miller 


. M. J. W. White 
. E. B. Sherman 

. George Murphy 
. Charles L. Riley 
. Carrol Iden 

. Fred Maphis, Jr. 


Orange 


Dr. J. G. Bruce, Jr. . David Miller 


Patrick-Henry 
Dr. William N. Thompson 
Dr. Samuel W. Adams, Jr. 
Dr. Philip M. Sprinkle 


. E. T. McNamee 
. L. A. Faudree 
. J. H. Irby 


Portsmouth 


Dr. Russell M. Cox 
Dr. Paul W. Robinett 


. George Carr 
. T. B. Jones 


Princess Anne 


Dr. Ira L. Hancock . James P. Charlton 


Richmond Academy 
Dr. Thos. W. Murrell, Jr. 
Dr. Robert V. Terrell 
Dr. Webster P. Barnes 
Dr. John M. Meredith 
Dr. Carl W. Meador 
Dr. Merritt W. Foster, Jr. 
Dr. Russell G. McAllister 
Dr. Arthur Klein 


. M. M. Pinckney 

. H. Page Royster 

. Stuart Ragland, Jr. 
. W. Linwood Ball 

. Harold I. Nemuth 
. George Vaughan 

. ADI. Dodson, Jr. 

. Charles Troland 


Delegates Alternates 


Dr. B. Noland Carter, II Dr. Emmett Mathews 
Dr. G. Benjamin Carter Dr. Rex Blankinship 
Dr. Custis L. Coleman Dr. William Young 
Dr. F. E. Oglesby Dr. E. B, Carpenter 
Dr. Kenneth J. Cherry Dr. James Blades 

Dr. Virgil R. May, Jr. Dr. J. R. Massie, Jr. 


Roanoke Academy 


Dr. David S. Garner 

Dr. George S. Hurt 

Dr. Reverdy H. Jones, Jr. 
Dr. William H. Kaufman 
Dr. Harry B. Stone, Jr. 
Dr. P. A. Wallenborn, Jr. 


. Houston L. Bell 

. Gordon G. Carmichael 
. Robert L. A. Keeley 

. T. J. Humphries 

. Louis P. Ripley 

. Alfred J. Wolfe 


Rockbridge 


Rockingham 


Dr. George N. Nipe 
Dr. John T. Glick, Jr. 


. Charles C. Powel 
. J. C. Harshbarger 


Russell 
Scott 
Southwestern Virginia 


Tazewell 


Dr. Rufus Brittain . J. M. Robinson 


Tri-County 
Dr. George Carroll 
Dr. J. W. Lambdin 
Dr. Rea Parker 
Dr. William Eddy 


. Phillip R. Thomas 
. Henry L. Gardner 
. Hugh Warren, Sr. 
. Holmes Chapman, Jr. 


Williamsburg-James City 
Wise 
Dr. Gordon E. Shull 


. William Schmidt 


SCIENTIFIC EXHIBITS 


Scientific exhibits will be located in the exhibit hall in 
the basement of the Hotel Roanoke. They are as follows: 
Current Results in the Repair of Unilateral Cleft Lips— 

Henry Brobst, M.D., Roanoke. 

Esophageal Hiatal Hernia Repair—Results of Improved 
T echnique—Marcellus Johnson, III, M.D., Roanoke. 

Atherosclerosis — Cholesterol — Diet and Drugs — Homer 
Sieber, M.D., William Poe, M.D., and James Wheless, 
M.D., Roanoke. 

Diagnosis and Treatment of Meningiomas — Edgar 
Weaver, M.D., William Tice, M.D., and John Varner, 
M.D., Roanoke. 

Surgery of Deafness—Houston Bell, M.D., Roanoke. 

Glaucoma Detection—Ronald Harris, M.D., Roanoke. 

Plastic Reconstruction and Maxillofacial Surgery—Chester 
E. Horton, M.D., Hugh H. Crawford, M.D., Horace 
G. Love, M.D., Robert A. Loeffler, M.D., Norfolk. 


Premenstrual Tension and Dysmenorrhea—William Bick- 
ers, M.D., Richmond. 

Peripheral Arterial Insufficiency—Surgical Treatment— 
Owen Gwathmey, M.D., Richmond. 

Surgery of Prostatic Obstruction—T. B. Washington, 
M.D., William R. Jones, Jr.. M.D., Richmond. 

Physical Medicine and Rehabilitation Service for the 
Mentally Ill—Rolf G. Baginsky, M.D., Bedford, 
Massachusetts. 

Basel Cell Tumors—Francis H. McMullan, M.D., Rich- 
mond. 

Importance of Early Diagnosis of Calvé-Legg-Perthes 
Disease—Earnest B. Carpenter, M.D., and Douglas 
O. Powell, M.D., Richmond. 

Aortic Insufficiency and Aortitis Associated with Rheuma- 
toid Spondylitis—Elam C. Toone, Jr., M.D., Edwin L. 
Pierce, M.D., W. Robert Irby, M.D., and Lester F. 
Belter, M.D., Richmond. 
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Bone Cysts—Lent C. Johnson, M.D., and Robert G. 


Kindred, M.D., Charlottesville. 


Cancer of the Face and Mouth—Claude C. Coleman, Jr., 


M.D., Charlottesville. 


Physician’s Responsibility in Highway Accidents—Ameri- 


can Medical Association, Howard Schulz, Chicago, 
Illinois. 


Virginia Association of Medical Assistants. 
Anomalies of Medicine—Department of Mental Hygiene 


and Hospitals, Hiram W. Davis, M.D., Richmond. 


Retarded Children Can Be Helped.—Virginia Association 


for Retarded Children, Robert H. Traweek, Richmond. 


Problems of Autism in Childhood—Memorial Guidance 


Technical Exhibits will be located in the Shenandoah 


Room of the Hotel Roanoke. 
Beoth No. 


E. R. Squipsp anp Sons, New York, New York. 
A. H. Ropins Company, INCORPORATED, Richmond. 


PHYSICIANS PropucTs COMPANY, INCORPORATED, Peters- 
burg. 

. Davies, Rose & Company, Limitep, Boston, Massa- 
chusetts. 


AMERICAN CASUALTY COMPANY, Reading, Pennsyl- 
vania. 


. Pet Mik Company, St. Louis, Missouri. 


A. S. ALoz Company, Washington, D. C. 
Ross LABorATorigs, Cleveland, Ohio. 


CHEMICAL CorPORATION, New York, New York. 


. THe Wm. S. MerRRELL Company, Cincinnati, Ohio. 
. Tue Borpen Company, New York, New York. 


GeiGy PHARMACEUTICALS, Yonkers, New York. 


. Rocue LABoraTorigs, Nutley, New Jersey. 


THe Coca Cota Company, Roanoke, and Atlanta, 
Georgia. 


Tue VALE CHEMICAL COMPANY, INCORPORATED, Allen- 
town, Pennsylvania. 


. Mepco Propucts Company, Philadelphia, Pennsyl- 


vania. 

MILex oF New York, New York, New York. 

Tue STuarT Company, Pasadena, California. 

THE Purpue Freperick Company, New York, New 
York. 

WarnNer-CHILCoTT LABoraTorigs, Morris Plains, New 
Jersey. 


. WeEstTwoop PHARMACEUTICALS, Buffalo, New York. 
. Tue Nationa Druc Company, Philadelphia, Pennsyl- 


vania. 


. ORTHO PHARMACEUTICAL CORPORATION, Raritan, New 


Jersey. 
W. B. Saunpers Company, Philadelphia, Pennsyl- 
vania. 


. ZIMMER-BAXTER AssociaATES, Charlotte, North Caro- 


lina. 


TECHNICAL 


Clinic, William M. Lordi, M.D., and Faith F. Gordon, 
M.D., Richmond. 


The Family Doctor’s Opportunities in Family Planning— 


Virginia League for Planned Parenthood, Inc., John 
M. Nokes, M.D., Charlottesville. 


Health Careers Recruitment Committee—Virginia Council 


on Health and Medical Care, Cynthia W. Warren, 
R.N., Richmond. 


The Natienal Clearing House Program—American Asso- 


ciation of Blood Banks, William P. Murphy, Miami, 
Florida. 


Blue Cross - Blue Shield—Thomas L. Martin, and M. C. 


EXHIBITS 


31. 


32. 
33. 
34. 


35. 
36. 
37. 


38. 
39. 


40. 
41. 


. AMEs ComPANyY, INCORPORATED, Elkhart, Indiana. 


Booth No. 
27. 
28. 
29. 
30. 


. Peoptes Druc Stores, Washington, D. C. 


Green, Richmond. 


Evi Litty anp Company, Indianapolis, Indiana. 
VaN PELT AND Brown, INCORPORATED, Richmond. 
C1IBA PHARMACEUTICAL Propucts, Summit, New Jersey. 


SanpozZ CHEMicAL Works, INCORPORATED, Hanover, 
New Jersey. 


Ws. P. PoyTHuress & COMPANY, INCORPORATED, Rich- 
mond. 


J. B. Roericg anp Company, New York, New York. 
RICHMOND SuRGICAL SuPPLY COMPANY, Richmond. 


R. J. REYNoLDs Tosacco Company, Winston-Salem, 
North Carolina. 


BurrouGHs WELLCOME & COMPANY, INCORPORATED, 
Tuckahoe, New York. 


KNOLL PHARMACEUTICAL CoRPORATION, Raritan, New 
Jersey. 

MA LABorATORIES Division, WALLACE & TIERNAN, 
INCORPORATED, Belleville, New Jersey. 

C. B. Fleet Company, INcoRPoRATED, Lynchburg. 


St. Mercury InsurRANCE Company, St. Paul, 
Minnesota. 


JuLius ScHMID, INcoRPORATED, New York, New York. 
PFIZER LABORATORIES, Brooklyn, New York. 


SMITH, KLINE & FRENCH LABORATORIES, Philadelphia, 
Pennsylvania. 


PARKE Davis & ComPaANyY, Detroit, Michigan. 


. LaBorATorigs, North Chicago, Illinois. 


SCHERING CoRPORATION, Bloomfield, New Jersey. 
G. D. SEARLE & CoMPANY, Chicago, Illinois. 


. THe Upjoun Company, Kalamazoo, Michigan. 
. LeDERLE LABORATORIES Division, AMERICAN CYANAMID 


Company, New York, New York. 
U. S. Viramin CorporaTion, New York, New York. 


Cuas. C. HASKELL & COMPANY, INCORPORATED, Rich- 
mond, 


SANBORN ComMpPANY, Waltham, Massachusetts. 
MeAD JOHNSON & Company, Evansville, Indiana. 


THE BAKER LABoraAToRIES, Cleveland, Ohio. 
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Woman's Auxiliary.... 


President Mrs. Charles A. Easley, Danville 
President-Elect Mrs. Walter A. Porter, Hillsville 
Vice-Presidents_____.__.Mrs. George K. Brooks, Richmond 
Mrs. James M. Moss, Alexandria 
Mrs. W. A. Eskridge, Parksley 
Recording Secretary___Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary Mrs. J. J. Neal, Danville 
Treasurer Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman__Mrs. Custis L. Coleman, Richmond 
Directors _.....Mrs, J. R. St. George, Portsmouth 
Mrs. Lee S. Liggan, Irvington 
Mrs. Maynard Emlaw, Richmond 


PROGRAM 
of the 
THIRTY-SEVENTH ANNUAL CONVENTION 
Roanoke, Virginia October 4-7, 1959 
Headquarters—Hotel Roanoke 


A cordial invitation is extended to all members of the 
Woman’s Auxiliary to The Medical Society of Virginia, 
their guests and the wives of physicians attending the 
convention to participate in all social functions and attend 
the general meeting of the Auxiliary. 

Information and tickets for the Luncheon will be avail- 
able at the Registration desk. Luncheon reservations will 
be closed at 10:00 a.m. 


Registration Hours 
Sunday, October 4 4:00 p.m. to 8:00 p.m. 
Monday, October 5-_.__-__-_10:00 a.m. to 4:00 p.m. 
Tuesday, October 6_- 9:00 a.m. to 10:30 a.m. 


Monday, October 5 


9:00 a.m. to 11:00 a.m.—Golf, Roanoke Country Club. 
Snack Bar will be open. 

9:30 a.m. to 11:30 a.m.—Coffee, Alcove off Writing Room. 

2:00 p.m. to 4:00 p.m.—All registered guests invited. 

3:00 p.m.—Pre-Convention Board Meeting, Parlor D 
Mrs. Charles A. Easley, Jr., President, presiding. 

All State Officers, Directors, Committee Chairman, 
County Presidents and Presidents-Elect are expected 
to attend. 


Tuesday, October 6 
9:30 am.—Formal Opening of the Thirty-Seventh An- 
nual Convention of the Woman’s Auxiliary to The 
Medical Society of Virginia. Pine Room, Hotel 
Roanoke 
Mrs. Charles A. Easley, Jr., President, presiding. 

Invocation—Mrs. Hawes Campbell, Convention Chap- 
lain 

Pledge of Loyalty: 

I pledge my loyalty to the Woman’s Auxiliary to the 
American Medical Association, I will support its 
activities, protect its reputation and ever sustain its 
high ideals. 
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Address of Welcome—Mrs. Alexander McCausland, 
Wife of President of the Roanoke Academy of Medi- 
cine. 

Response—Mrs, Fred Delp, President, Woman's Auxili- 
ary to the Southwestern Medical Society. 

Convention Announcements—Mrs. Charles D. Smith, 
Co-Chairman of Arrangements. 

Roll Call of Auxiliaries—Mrs. Robert Keeling, Record- 
ing Secretary. 

Minutes of the Thirty-Sixth Annual Convention—Mrs. 
Keeling. 

Introduction of Honored Guests—Mrs. Charles L. Good- 
hand of Parkersburg, West Virginia, Vice-President 
of the Woman’s Auxiliary to the American Medical 
Association; Mrs. George W. Owen, Jackson, 
Mississippi, President of the Woman’s Auxiliary to 
the Southern Medical Association. 

Presentation of the President of The Medical Society 
of Virginia, Dr. Walter P. Adams. 

Greetings—Dr. Adams. 

In Memoriam—Mrs. Henry R. Bourne. 

Remarks by the President and Recognition of State Of- 
ficers and Committee Chairmen. Mrs. Charles A. 
Easley, Jr. 

Report of the Credentials Chairman—Mrs. Rufus P. 
Ellett, Jr. 

Report of Treasurer—Mrs. Wyndham B. Blanton, Jr. 

Courtesy Resolutions—Mrs. James M. Moss. 

Unfinished Business 

New Business 

Recommendations from the Board 

Report of the Nominating Committee—Mrs. Arthur H. 
Taylor 

Election of Officers 

Report of Delegates to the Woman’s Auxiliary to the 
American Medical Association—Mrs. Gerald Fisher, 
Chairman 

Guest Speakers—Mrs. Charles L. Goodhand, Vice-Presi- 
dent of the Woman's Auxiliary to the American 
Medical Association. Mrs. George W. Owen, Presi- 
dent of the Woman’s Auxiliary to the Southern Medi- 
cal Association. 

Adjournment 


12:30 p.m.—Inaugural Luncheon—Shenandoah Club 

Mrs. Charles A. Easley, Jr., presiding 

Invocation—Mrs. Hawes Campbell 

Presentation of Honored Guests 

Luncheon 

Installation of Officers—Mrs. Charles L. Goodhand 

Presentation of President's Pin—Mrs. Charles A. Easley, 
Jr. 

Presentation of Past-President’s Pin—Mrs. John R. St. 
George 

Inaugural Remarks—Mrs. Walter A. Porter 

Convention Acknowledgments—Mrs. William H. Kauf- 
man 

Fashions by Heironimus 

Adjournment 
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3:30 p.m.—Post-Convention Board Meeting—Mrs. Walter 
A. Porter, President, presiding—Pine Room 

All new State Officers, Directors, Committee Chairmen, 
County Presidents and Presidents-Elect are expected to 
attend 


Wednesday, October 7 


8:30 a.m.—Past-Presidents Breakfast—Mrs. John R. St. 
George, Chairman 


Committee on Arrangements 


General Chairman—Mrs. William H. Kaufman 
Co-Chairman—Mrs, Charles D. Smith 
Registration—Mrs. Rufus P. Ellett, Jr. 

Mrs. Charles L. Crockett, Jr. 
Secretary-Treasurer—Mrs. W. R. Whitman, Jr. 
‘Hospitality—Mrs, Charles B. Bray, Jr. 

Mrs. C. T. Burton 
Printing—Mrs, Robert F. Bondurant 

Mrs. Richard R. Chamberlain 


A piece of paper that turns red under certain situ- 
ations can now be used by doctors to decide what 
antibiotic to give for an infection. The simple test 
involves the use of filter paper impregnated with a 
chemical that turns the paper red when bacteria grow 
on it. It is described in the July 25th Journal of 
the American Medical Association. 

The test works this way: The filter paper is 
divided into several areas. Small quantities of indi- 
vidual antibiotics are placed in each division. Then 
the paper is swabbed with infectious material taken 
from the patient. The paper is sealed in a plastic 
bag and heated. If an antibiotic inhibits the growth 
of the bacteria causing the infection, the paper re- 
mains white. But if an antibiotic does not work 
against the bacteria, the bacteria grow and the paper 
turns red. 

The doctor then knows that the drug to give the 
patient is the one that keeps the paper white. The 
time required for the test depends on the number 
of organisms in the infectious material, but it usually 
ranges from three to 12 hours. 

According to the authors of the article—Wayne 
L. Ryan, Ph.D., Howard J. Igel, B.S., and Perry 
T. Williams, M.D., Omaha—the test is simple and 
rapid enough to be used in a doctor’s office, where 
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Paper Test Shows Antibiotic Effectiveness 


Press and Publicity—Mrs. M. A. Johnson, III 
Mrs. J. O. Boyd, Jr. 
Entertainment—Mrs. Philip C. Trout 
Mrs. Edgar N. Weaver 
Decorations—Mrs. Fred E. Hamlin 
Mrs. Homer A. Sieber 
Coffee—Mrs. Garrett G. Gooch, III 
Mrs. W. Conrad Stone 
Luncheon—Mrs. John T. Walke 
Mrs. John A. Martin 
Golf—Mrs. J. E. George 
Mrs, William F. Hatcher 
Invitations—Mrs. James C. Gale 
Mrs. Henry T. Brobst 
Pages—Mrs. William H. Robison 
Mrs. George W. Hurt 
Exhibits—Mrs. Richard S. Owens 
Mrs. Algie C. Davis 
Mrs. Earl B. Morgan 
Time Keeper—Mrs. F. C. Bedsaul 


the majority of patients with infections are treated. 

The bacteria-inhibiting abilities of antibiotics are 
regularly tested in hospital laboratories by the use 
of test tube and agar plate tests, but these are time 
consuming, complicated, and expensive. 

The authors feel that their test is easy to read, 
accurate, convenient, and relatively inexpensive. 

The test was used in 100 cases of frank or sus- 
pected bacterial infections in a normal office prac- 
tice. Infections included boils, tonsillitis, abscesses, 
sinusitis, urinary tract infections, and several others. 

In 76 cases, antibiotic treatment was initiated on 
the basis of experience before the results of the sen- 
sitivity test were available. Treatment in the re- 
maining 24 cases was begun after the tests were com- 
pleted. 

Of the 76 given immediate treatment, only 23 
showed sufficient improvement within two days to 
warrant continuation of the first antibiotic. Fifty- 
three were changed to the drugs indicated by the test 
paper and began improving. 

Of the 24 patients treated after the tests were 
run, 14 showed excellent to good results from the 
drugs indicated by the test paper. In the other 10, the 
test papers showed no bacterial growth, apparently 
because the infections were not caused by bacteria. 
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Fditorial.... 


Dr. Shannon and the University 


N AUGUST 22ND, Dr. Edgar F. Shannon, Jr., took office as the fourth President 

of the University of Virginia. It doubtless will come as a surprise to some that 
an institution founded in 1819 should have only three former presidents. Prior to the 
inauguration of Dr. Edwin A. Alderman in 1904, the University had been administered 
by chairmen chosen annually from the faculty who served an average of five years. 
Dr. Paul B. Barringer, one of Virginia’s outstanding physicians and educators, had 
been Chairman for a number of years prior to the appointment of Dr. Alderman. 
Despite the ability of the chairmen and the fact that the system, which had found some 
favor in Europe, was proposed by Jefferson, the method proved unwieldly and was finally 
discarded. 


The selection of a president at the University should be a matter of interest to every- 
one concerned with medical education in Virginia. Dr. Alderman’s interest in medi- 
cine as “the most practical of all professions and the most necessary of all arts” was 
reflected in the great strides made by the Medical School during his presidency. Some 
presidents learn earlier than others that medical education is costly business. Dr. 
Shannon, fortunately, is a career educator who doubtless will realize and appreciate 
why it costs twice as much to train a medical students as it does to educate an engineer 
and four times as much as is required to produce a law graduate at the University. 
Unless this basic fact is understood the Medical School will suffer. 


It is reassuring that Dr. Shannon has both youth and a keen understanding of the 
undergraduate mind, for this should result in the establishment of an early rapport with 
the student body which will be mutually helpful. Friends of the University, and they 
are many, have regretted the unfavorable and often unnecessary publicity that has 
emanated from Charlottesville in recent years. They hope that the news releases in 
the future will deal largely with academic achievements on the part of the student body, 
outstanding contributions in the realms of scholarship and science by members of the 


faculty, and if it is not too much to ask, perhaps an occasional win on the football field. 
The opportunity is there, President Shannon, and we wish you well. 


Harry J. WARTHEN, M.D. 
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Notes... . 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the August issue of the Monthly: 


Kenneth William Berger, M.D., Falls Church 
Robert A. Orr, M.D., Leesburg 

Marvin Que Sanner, M.D., Alexandria 
Wesley Graham Stephens, M.D., Troutville 
Earl Edward Virts, Jr., M.D., Leesburg 


Social Security Panel. 


On Wednesday morning, October 7th, at the an- 
nual meeting of The Medical Society of Virginia in 
Roanoke, there will be a panel discussion on Social 
Security. As this is a subject of importance to all 
doctors, it is hoped there will be a large attendance. 
In order to allow this session to progress with ease, 
it is suggested that members who may have ques- 
tions to be answered send them before the meeting 
to the Executive Secretary-Treasurer, Robert I. How- 
ard, 4205 Dover Road, Richmond 21. If you have 
a question or questions, don’t delay—send them at 
once! 


The Mid-Tidewater Medical Society 


Met in Tappahannock on July 28th. The follow- 
ing scientific program was presented: The Present 
Status of Surgery of the Lung, Esophagus and Great 
Vessels by Dr. Owen Gwathmey, Richmond; and 
Newer Methods of Diagnosis in Thyroid Disease 
by Dr. William S. Dingledine, Richmond. 


American College of Chest Physicians. 


The Virginia Chapter of the College will meet 
at the Hotel Roanoke, October 4th at 2:00 P.M. 
The following program will be presented: 

Diseases of the Esophagus—W. C. Sealy, M.D., 
Professor of Thoracic Surgery, Duke University, 
Durham, North Carolina. 

Evaluation of Pulmonary Function—John L. 
Guerrant, M.D., Director Pulmonary Function Lab- 
oratory, Department of Internal Medicine, Univer- 
sity of Virginia. 

Presentation—Three Cases of Pulmonary Disease 
Presumably Due to Atypical Acid-Fast Bacilli—L. 
R. Broome, M.D., Catawba Sanatorium. 
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Dr. Bohannon Honored. 


Dr. Alvah P. Bohannon of Virgilina was recently 
honored by some 500 residents of his town. The 
Ruritan Club sponsored a reception and picnic to 
which the entire community was invited. Dr. Bo- 
hannon has practiced in this community for fifty- 
two years. 

This occasion was also to introduce to the com- 
munity Dr. Henry Poore who has recently located 
at Virgilina. 


Dr. Davis Retires. 


Dr. Henry E. Davis, Williamsburg, has retired 
from active service at the Eastern State Hospital. 
He was honored by hospital employees at a reception 
and presented with a wrist watch in token of their 
esteem. 


New Medical Center. 


Construction of the medical center at Dinwiddie 
Courthouse is scheduled to be completed in Septem- 
ber. The one-story building contains a clinic and a 
drug store. The clinic has an emergency room, four 
examination rooms, two consultation rooms, a wait- 
ing room, an x-ray room and a laboratory. It will 
be manned by Dr. Robert S. Smith who is already 
located there and Dr. Charles C. Ashby who is now 
serving in the U. S. Air Force. 


Dr. and Mrs. Chester D. Bradley 


Have returned from a two-month vacation in 
Europe. They visited France, Luxembourg, Germany 
and Holland. 

Dr. Bradley was until recently located in Newport 
News but is now in Williamsburg. 


Dr. Carol Rice, 


Sweetbriar College physician, won the qualifying 
medal in the second annual Virginia Senior Women’s 
Golf Tournament. She posted 90 in the 18-hole 
competition at the Lakeside Country Club in Rich- 
mond. 


National Cancer Conference. 


The fourth National Cancer Conference, sponsored 
by the American Cancer Society and the National 
Cancer Institute will be held in Minneapolis, Min- 
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nesota, September 13-15, 1960. The theme will be 
Changing Concepts Concerning Cancer. For further 
information write Medical Affairs Department, 
American Cancer Society, 521 West 57th Street, New 
York 19. 

Dr. John W. Massey, Jr., 


Newport News, has been elected president of the 
Peninsula Heart Association’s Board of Directors. 


Dr. Ronald B. Harris, 
Gill Memorial Eye, Ear and Throat Hospital, 


Obituaries .... 


Dr. William Edward Bray, 


Prominent physician of Charlottesville, died fol- 
lowing a heart attack on July 18th. He was seventy- 
seven years of age and received his medical degree 
from the University of Virginia in 1912. Except for 
one year, Dr. Bray had served at the University since 
his graduation until his retirement. He was director 
of the clinical laboratories which he organized in 
1922. He was partly responsible for the establish- 
ment of the department of pathology and the allergy 
division. Dr. Bray was the author of a widely used 
manual of clinical laboratory methods. He was a 
diplomate of the American Board of Pathology and 
a founding fellow of the College of American Pa- 
thologists. Dr. Bray had been a member of The 
Medical Society of Virginia since 1918. 

His wife and two sons survive him. His sons are 
Dr. W. E. Bray, Jr., of Huntington, W. Va., and 
Dr. Maurice Miller Bray of Suffolk. 


Dr. Mead Stith Brent, 


Formerly superintendent of Central State Hos- 
pital, Petersburg, died July 20th. He was seventy- 
seven vears of age and a graduate of the Medical 


oO 


Roanoke, has been certified by the American Board 
of Ophthalmology. 


Wanted. 


One male psychiatrist, under 50 years, Diplomate 
or Board eligible, to direct privately operated out- 
patient clinic in Charleston, West Virginia. Salary: 
$20,000 to $25,000 per annum. Write Box 165, care 
the Virginia Medical Monthly, 4205 Dover Road, 
Richmond 21, Virginia. (Adv.) 


College of Virginia in 1908. Dr. Brent had served 
at Central State since 1909 and retired in 1955, mov- 
ing to his family home in Heathsville. He was an 
associate professor of mental diseases at the Medical 
College of Virginia for a number of years and served 
on the Governor’s Advisory Board on Mental Hy- 
giene. Dr. Brent was a Fifty-Year Member of The 
Medical Society of Virginia, having joined in 1909. 
A sister survives him. 


Dr. Cullen Samuel Pitt, 


Physician at the University of Richmond for 
forty-four years, died in his sleep on July 10th. He 
was seventy-nine years of age and graduated from 
the former University College of Medicine, Rich- 
mond, in 1905. Dr. Pitt served as medical director 
of the Atlantic Life Insurance Comany and the 
Mutual Life Insurance Company. He served as 
physician for the University of Richmond from 1914 
to 1958. A portrait was presented to the school by 
the alumni on his retirement. He continued to work 
as physician to the University’s athletic association. 
Dr. Pitt had been a member of The Medical So- 
ciety of Virginia since 1940. 
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NOW SHE 
CAN COOK 
BREAKFAST 


-»» WHEN YOU PRESCRIBE NEW 


MORNIDINE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(i cc.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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Appalachian Ball - 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an al] around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Ray GrirFin, Jr., M.D. 


Ropert A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHevitte, N. C. 


Asheville, North Carolina 


Mark A. GrirFin, Sr., M.D. 
Mark A. GriFFin, Jr., M.D. 


EsTABLIsHED 1916 


General Medicine 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 


ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 


JAMES T. TUCKER, M.D, 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D 
JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D. 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Surgery 
WEBSTER P. BARNES, M.D. 


JOHN H. REED, JR., M.D. 


JOHN ROBERT MASSIE, JR., M.D. 
JOSEPH W. COXE III, M.D. 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 


CHAS. M. NELSON, 


AUSTIN I. DODSON, ME. M.D. 
Pediatrics 


HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 
ALL ROOMS AIR CONDITIONED 


Free Parking for Patrons 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 
JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


J. H. SCHERER, 
JouN L. THORNTON, M.D. 


Anesthesiology 


HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 
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MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) 


MARY INGRAM CLARK (1884-1955) 


A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
4205 Dover Road Richmond 21, Va. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Rich- 
mond Hotel, Richmond, Virginia, December 1, 
1959. The examinations will be held at the 
Hotel, December 2-4, inclusive. All applications 
and other documents pertaining to the examina- 
tions or to matters to be discussed by the Board 
must be on file in the Secretary’s office on or be- 
fore November 10, 1959. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, 
S. W., Roanoke, Virginia. 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 
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© “Understanding Care” @ 


* Skilled Nursing Care for Your Elderly and Chronic Patients 


* AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 
Health 


Approved Each Guest Under Care of His Own Doctor. site = Se 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 


uate nurse, and Res. M.C.V. Extern super- MI 3-2777 for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Wri Phone 2112 Monteiro Ave. 
Benard Mason, Adm. TERRACE HILL NURSING HOME 


@ Kidde ATMO Fire Detection System Equippede 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 


408 North 12th Street 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 


Physicians and -Graduate Nurses in Constant 
Attendance. 


The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


VoLuME 86, SEPTEMBER, 1959 


a 
“Hee 
~ 
51 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRcLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
Manrrep CALL, III, M.D. A. StepHens GraHaM, M.D. 
M. Morris Pinckney, M.D. Cuartes R. Rostns, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. Ricwarp A. Micnaux, M.D. 
B. Banton, Jr, M.D. CarrINGTON WILLIAMS, Jr., M.D. 
Frank M. Branton, M.D. ARMISTEAD M. WiLL1aMs, M.D. 
Joun W. Powe, M.D. Urological Surgery: 
Obstetrics and Gynecology: Frank Pore, M.D. 
Wa. Durwoop Suces, M.D. Oral Surgery: 
Spotswoop Rogins, M.D. Guy R. Harrison, D.D.S. 
Davip C. Forrest, M.D. Plastic Surgery: 
Orthopedics: Hunter S. Jacxson, M.D. 
Bevertey B. Crary, M.D. Roentgenology and Radiology: 
James B. Datrton, Jr., M.D. M.D. 
. SNEaD, M.D. 
Pediatrics: Hunter B. Friscukorn, Jr., M.D. 
CuHarLes P, Mancum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roserts, M.D. 
W. L. Mason, M.D. Physiotherapy: 
Anesthesiology: Miss ETHELEEN DALTON 
Wittram B. Moncure, M.D. Director: 
Owen, Jr., M.D. Cartes C. Houcu 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 
STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director J. William Giesen, M.D. 
James K. Morrow, M.D. Internist (Consultant) 
Clara K. Dickinson, M.D. Edward W. Gamble, III, M.D. 
Clinical Psychology: —— 
Thomas C. Camp, Ph.D. Don Phillips 
Artie L. Sturgeon, Ph.D. Administrator 
AFFILIATED CLINICS 
Bluefield Mental Health Center _ Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207 V2 McCreery St., Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a;compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 


Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 


Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsiey, M.D. 
Urology General Surgery and Gynecology 
Austin I. Dopson, Jr., M.D. 
Urology James T. GiaAnoutis, M.D. 
J. Rewsen General Surgery and Gynecology 
Urology 


Douctas G. CHAPMAN, M.D. 
Internal Medicine 


E_mer S. Ropertson, M.D. 
Internal Medicine 


T. E. STANLEY, M.D. 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dministrator 
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Mguilizing action — divorced from such 


remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” * 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril].. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 


havioral response when these patients have been shifted 
to Thioridazine.”*® 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”® 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “. . . produced extremely satisfactory results 
in the broad therapeutic range represented in this series.” * 


POTENT AGENT“... appears to be a potent agent in the symptomatic 
management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 
disturbances seen daily in the clinics or by the general practitioner.” ! 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. .. . The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 
with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” ® 


tranquilization 


"...extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS® 


ACUTE PSYCHOTICS 


83% satisfactory effect 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 
useful occupations. 


CHRONIC PSYCHOTICS 


68% satisfactory effect 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 
useful life. 


NEUROTICS 


57% satisfactory effect 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS* 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
% % % % 
SCHIZOPHRENIA. 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 pe | §2.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33.3 33.3 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATIC 
DISORDERS 75 25 50 25 


THIORIDAZINE HOI 


| 
specific. effective tranquilizer + safer age 


a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


s 
Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
- ~~ selected as the most promising on the basis of extensive evalu- 


ation. The presence of a thiomethyl radical (S-CH,) in the 

position conventionally occupied by a halogen in other pheno- 

thiazines is unique and could be responsible for the relative 
N absence of side effects and greater specificity of psychothera- 
peutic action. This is shown clinically by: 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


2 Less “spill-over” action to other brain areas — hence, 


absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


inimal suppression of vomiting 
PARASYMPA 
NERVOUS 


ittle effect on blood pressure 
ind temperature regulation 


3 A notable absence of extrapyramidal stimulation. 


4 Lack of impairment of patient’s normal drive and energy, 


« : parasympat pening of blood pressure while achieving psychomotor control in 
: nervous temperature regulation 
mental and emotional disorders. 


ing suppression of vomiting 


other 5 Virtual freedom from toxic effects — jaundice, 
ilazine-type photosensitivity, skin eruptions, disturbed body 
nquilizers A 
temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 


PSYCHIC 
tranquilization anti-emetic 
‘ 
A 
Damper 
= sympatheticm@ 


a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


ADULTS 


Mental and Emotional Disturbances: 


MILD —where anxiety, apprehension 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 


SEVERE —in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


and tension are present 10 mg. t.i.d. 20-60 mg. 


intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 


Ambulatory 100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
CHILDREN 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 


e controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 


¢ virtual absence of jaundice, parkinsonism, photosensitivity, dermatitis 


* minimal sedation and drowsiness 


e does not mask organic conditions such as brain tumors, intestinal obstruction, ete., 


because of lack of anti-emetic action 


* increased specificity of action results in greater safety at all dosage levels 


SANDOZ 


provides therapeutic levels ... for 24 hours ..- 
with low incidence of sensitivity reactions... : 
WHENEVER SULFAS ARE INDICATED 


Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS / NEW NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone Mi 3-0340 
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with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


ypyridazine Lederte 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Peari River, New York 


Routine cleansing with pHisoHex augments A Coe od Buy i tv 


standard acne therapy. “No patient failed to 
improve.”* pHisoHex helps check the infec» Dub lic Relations 


tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


% Place it in your reception room 
Today’s Health is published for 


the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


(antibacterial detergent, nonalkaline, nonirritating, hypoallergenic) 


tips the balance for superior results 


LABORATORIES il 
1. Hodges, F.T.: New York 18, 18. ¥. : e you Special Reduced Rates. 
GP 14:86, Nov., 1956. 
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tastes 


the straws just symbol- 
ize the good flavor! And 

DIMETANE EXPECTORANT 

for cough is as effec- 
tive as it is delicious. 
FORMULA: each 5 ce. (1 

teaspoonful) contains: 
DIMETANE (Parabrom- 
dylamine Maleate) 2.0 

mg.; Glyceryl Guaiaco- 
late 100.0 mg.; Phenyl- 
ephrine Hydrochloride, 
USP 5.0 mg.; Phenyl- 
propanolamine Hydro- 
chloride, NNR 5.0 mg.; 
Alcohol 3.5% in a good- 

tasting aromatic base. 


Dimetane Expectorant 


Each 5 cc. (1 teaspoonful) contains: 
Parabromdylamine Maleate ......2.0 mg. 
Phenylephrine HC! ... 5.0 
Phenylpropapolamine HCl mg. 
Glyceryl Guaiacolate 
Alcohol 3.5 per cent 
In a palatable aromatic base 
CAUTION: 
Federal law prohibits dispensing 
without prescription. 


100.0 mg. 


Average Dose: 
Adults— 
1 to 2 teaspoonfuls four times a day. 
Children— 
One-half to 1 teaspoonful three 
or four times a day. 
ADOITIONAL INFORMATION TO PHYSICIANS. 
ON REQUEST 


A.H. ROBINS CO. Inc. 
=RICHMOND, VIRGINIA 


works 
better 


combines the unsur- 
passed antihistamine 
Dimetane with the clin- 
ically proven expecto- 
rant glyceryl guaiacol- 
ate (which increases 
R.T.-Ealmost 200% ) and 
two recognized decon- 
gestants. When addition- 
al cough suppressant 
action is indicated, pre- 
scribe DIMETANE EXPEC- 
TORANT-DC, which pro- 
vides the basic formula 
with dihydrocodeinone 
bitartrate 1.8 mg. per 
5 cc. (exempt narcotic). 


Wilt 
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Dimetane ExpectorantDC 


(WITH DIHYDOROCOOEINONE BITARTRATE 1.6 MG./SCC) 


2 
| 
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THLY 


Whenever 
the diet is faulty, 


£6 the appetite poor, 
¥ or the loss of food 
2 is excessive 

through vomiting 

or diarrhea— 


or, 


a 
Valentine’s 
MEAT EXTRACT 


A 


stimulates the appetite, 
increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, mi 

and soluble proteins, 
extra-dietary vitamin By, 
: ective quantities of 

in a palatable and 
readily assimilated form. 
Debill 

gastrointestina 


Supdlied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
dotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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For the 
Discriminating 
Eye Physician 

Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bidg. 


Exclusively Optical 


The American Way | 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old | 
and the convenience and comfort of 
the new. 


ows 


Jobn Marsball William Byrd 


| King Carter Richmond 
Richmond Hotels Incorporated 
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| 
eatin 
\ Old age 
SS 
| 
in 
Adolescence 
condity 


Sulfaguanidine 


FORMULA: 


Each 15 ce. (tablespoon) contains: 
2 Gm. 
Pectin... 


(equivalent to 2 ce. paregoric) 


SUPPLIED: 


Bottles of 16 fl. oz. 
Exempt Narcotic. 
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Prompt 


4 way check of 


DIARRHEA 


New RASPBERRY FLAVOR 


and pink color make POMALIN pleasant to 


_ take and appealing to both children and adults. 


Curbs excessive peristalsis 
Adsorbs toxins and gases 
Soothes inflamed mucosa 


4.4 


Provides intestinal antisepsis 


DOSAGE: 
ADULTS: Initially 1 or 2 tablespoons from 
four to six times daily, or 1 or 2 teaspoons 
after each loose bowel movement; 
reduce dosage as diarrhea subsides. 


CHILDREN: teaspoon (=2.5 cc.) per 

15 lb. of body weight every four hours day 
and night until stools are reduced to five 
daily, then every eight hours for three days. 
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provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions ... 
WHENEVER SULFAS ARE INDICATED 


Of special 


| 
to the “5 


hysician f Sultamethoxypyridazine Lederle 
0.5 Gm. TABLETS /NEW A ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 


is the symbol \. 


When he sees it engraved 


vo a Tablet of Quinidine Sulface 4 Every Virginia Doctor Should 


he has the assurance that 
the Quinidine Sulfate is produced re Hae These Books! 
from Cinchona Bark, is alkaloidally. 


oe : standardized, and therefore of i The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


| Medicine In Virginia 


unvarying activity and quality. 


(Davies, Rose) on his prescriptions 


for Tablets Quinidine Sulfate, he is - By WynpHam B. BLanton, M.D. 
assured that this “quality” tablet | Published under Auspices of 
is dispensed to his patient. < Medical Society of Virginia 


Rx Tablets Sulfate Natural 
0.2. Gram (or 3 grains) E Reduced price to members of the 
Davies, Rose os Medical Society of Virginia 
of 3 Volumes for $5.00 
(formerly $9.75) 


Clinical samples sent fo physicians on request 


Davies, Rose & Company, Limited : 
Boston 18, Mass. | 

ot Medical Society of Virginia 

4205 Dover Road 

Richmond, Virginia 
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When the physician writes “DR 
a 


YTHLY 


Now —All cold symptoms 
can be controlled 


timed-release 


Controls congestion 
with Triaminic,'’:?* the leading oral 


nasal decongestant. 

Controls aches and fever 

with well-tolerated APAP, non-addic- 
tiveanalgetic*and excellentantipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HC) ................ 25 mg. 
pheniramine maleate ..................000: 12.5 mg. 
pyrilamine maleate ..............00000-00 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
APAP (N-acetyl-p-aminophenol) 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37: 460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


tablets 


Controls cough centrally 

with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
dissolves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
Tussagesic Suspension available on request. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY -~ a division of The Wander Company ° Lincoln, Nebraska 
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provides therapeutic levels ... 
with low incidence of sensitivity reactions . : 
WHENEVER SULFAS ARE INDICATED sion. 


Sulfamethoxypyridazine Lederie 


0.6 Gm. TABLETS /NEW NEW ACETYL PEDIATRIC SUSPENSION 


AMERICAN CYANAMID COMPANY, Peart River, New York 


His Selected Writings 


physician. 


for 24 hours... 


KYNEX 


LEDERLE LABORATORIES, a Division of 


Marvin Pierce Rucker, M.D. 


Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 


Beautifully bound, this volume will 
be a welcome addition to any library— 
the perfect gift for that special occa- 


Order your copies at $7.50 each from 
the Johnston-Willis Hospitality Shop, 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 
WILLIAMS PRINTING CO. 


VircIniA MepicaL MONTHLY 


— 
* USTONE TABLET DAILY 
POPPE PP PPP PP PPP PPP PPP PPP PPP PLP LPL AAP ALLL 
oe 11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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Comprehensive therapy 


eve’ wt 


for all treatable secondary 
anemias...especially when 
accompanied by STRESS! 


A unique new- 


PROVIDED | 
THREE TA 
A OAY 


type formula to | 
Fe » provideabroadnew 
jePactor 1/9 USP 1/3 USP 
Non-Inhibitory : Oral Unit Oral Unit 4 mcg. B-12 concept in the 
4 (5 meg. B-12) 
ee 100 mg. 300 mg. 300 mg. treatment of 
33 mg. 10 mg. 10 mg. 
3.3 mg. 10 mg. 10 mg. anemias, in 
0.67 mg. 2.0 _mg. 2.0 mg. convalescence, and 
33.3 mg. 100 mg. 100 mg. 
6.67 mg. 20 mg. 20 mg. ~ in the prevention 2! 
0.5 mg. 1.5 mg. 1.5 mg. and treatment of } 
3.0 mg. 9.0 mg es. 
3.0 mg. 9.0 mg. nutritional 
0.05 mg. 0.15 mg. N 


DOSAGE ae INDICATIONS 

ADULTS, one tablet three times” daily All treatable secondary anemias, especially when j accom- 

after meals. CHILDREN, to three tab- = panied by stress conditions, as in anemias of pregnancy, 

lets daily according to ae. ‘ convalescence, adolescence, post-infection anemias, , 
_anemias following drug therapy, and in the prevention 

and treatment of nutritional deficiencies. 


VAS’ PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 
AND LITERATURE GLADEY SE REQUEST. 


| 
‘ | | 
| 
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4 HEMAPOIETIC FACTORS | 
__ Ferrous Fum 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 
soothes the agitated mind 


and calms the G-I spasm 
through the central effect 


of phenobarbital and the 
synergistic action of 


\ 
( of natural belladonna 
> 
alkaloids on the 
gastrointestinal tract. 


3 


BARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES COM PANY, Richmond, Virginia 


VIRGINIA MEpIcAL MONTHLY 
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@@But, 66 Little mother, just 
Doctor,I ONE 
1 just can’t | 

| | tablet stops morning sickness | 
 tablets®® \ (you take it at | 


* 


* 


The formula tells why BONADOXIN quickly stops nausea and vomiting of 
pregnancy in 9 out of 10 cases.* Each tiny BONADOXIN tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action / Pyridoxine HCI (50 mg.) for metabolic replacement 
More than 60,000,000 tablets prescribed and taken. Toxicity low, tolerance 
excellent. In bottles of 25 and 100. Usual dose: one tablet at bedtime; severe 
cases may require another on arising. See PDR, p. 779. 


BONADOXIN also effectively relieves nausea and vomiting associated with: 
anesthesia, radiation sickness, Meniere’s syndrome, labyrinthitis, cerebral 
arteriosclerosis and motion sickness. 


@ New York 17, New York + Division, Chas. Pfizer & Co., Inc. + Science for the World’s Well-Being 
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After Baby Comes 


For infant colic, try antispas- 
modic BONADOXIN Drops... 
stop colic in 7 out of 8 cases.* 
Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 
See PDR, p. 779. 


*Bibliography available on request. 
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helping the hypertensive to help himself... 


(Theominal with Rauwolfia serpentina) 


Gradual but sustained reduction -320 mg. 


of blood pressure 10 mg. 
Rauwolfia serpentina 
Mild bradycardic action alkaloids (alseroxylon) .............. 1.5 mg.* 
= Alleviation of congestive DOSAGE: The usual dose of Theominal R.S. is 
headache, vertigo, dyspnea 1 tablet two or three times daily. When improve- 


ment has been maintained for a time, the dose 


w Relief from anxiety, excitability, may be reduced or medication suspended occa- 
in la sionally until resumption is indicated. 


= Sense of well-being 7 suPPLIED: Bottles of 100 and 500 tablets. 


* = 0.3 mg. reserpine in activity 


LABORATORIES « NEW YORK 18, N. Y. 


Theominal and Luminal (brand of phenobarbital), 
trademarks reg. U.S. Pat. Off. 
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If one... or all... needs nutritional support... 


deserve 


® 
GE \ RAL CapSules—14 VITAMINS AND 11 MINERALS 


Vitamin - Mineral Supplement Lederie 


For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ({ederia) 
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when it’s skin deep 


use XYLOCAINE ointment 


... in nearly all external symptoms of pain, itching and burning, e.g., sunburn, minor burns, 
insect bites, abrasions, poison ivy and other contact dermatitis, hemorrhoids and inoperable 
anorectal conditions, and cracked nipples. 


Xylocaine Ointment, a surface or topical anesthetic, gives fast, effective and long lasting 


relief. Its water-soluble, nonstaining base melts on contact with the skin, to assure imme- 


diate release of the anesthetic for fast action and it does not interfere with the healing 
processes. 


ae ASTRA PHARMACEUTICAL Propucts, INc., WorcesTEeR 6, Mass., U.S.A, 


xXYLOCAINE’ OINTMENT 


brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


*U.S. Pat. No. 2,441,498 Made in U.S.A. * 


VirGINIA MepicaL MontHLY 
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started 
as 
‘cold... 


...and relieve the 


Tetracycline-Antihistamine-Analgesic Compound Lederle 


sequelae of u.r.i. 


symptom complex 


‘ Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 

. monitis develops as a serious 

bacterial complication in 
‘about one in eight cases of 
acute upper respiratory 
infection.’ To protect and 
relieve the “cold” patient.:. 
ACHROCIDIN. 


Usual dosage: 2 tablets or 
teaspoonfuls q.i.d. (equiv. 1 Gm. 
tetracycline), Each TABLET 
contains: ACHROMYCIN® Tetra- 
Gyetine. (125 mg.); phenacetin 
me.) caffeine (30 mg,); sali- 
(150 mg.); chiorothen 


(25 me.). Also as SYRUP 


Semen-lime flavored), caffeine- 
t ree... 


on estimate by Van Volken- 
Burgh, ¥. A., and Frost, 
Mi. J. Hygiene 71:122 (Jan) 1933, 


 LEDERLE LABORATORIES, 


Division of 
AMERICAN CYANAMIO COMPANY, 
“Pearl River, New York 


A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods— makes eating a pleasure once more. 


® 
a 0 C Ul rta S a Contains potassium chloride, 


potassium glutamate, 


An excellent salt replacement glutamic acid, calcium 
for silicate, potassium 


iodide (0.01%). 
“Salt-Free” (Low Sodium) Diets oe es d 
oz. shakers an 


Assures patient’s 8 oz. bottles 
BORATORIES atio 
N.Y. Sold Only Through Drugstores 
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Nervous 
patent 


SS 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace ) 
® 


Wy) WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 
are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,’ Miltown 
= relieved both emotional and physical symptoms in 78% of 42 patients. 
w was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 
respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate e ® 
(Miltown) in premenstrual tension. O W 
J.A.M.A. 164:638, June 8, 1957. 


meprobamate (Wallace). 


WALLACE LABORATORIES, New Brunswick, N. J. 
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NICOZO 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords en ee 
prompt relief of apathy. Patients generally look 


better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir pi 


POR 

DRUG Write for professional sample and literature. see 
Page 666 

C Speciation») WINSTON-SALEM 1, NORTH CAROLINA 
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e Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
e 50 and 100; 250 mg. (400,000 units), 


bottles of 25 and 100. Compoeillin- 
VK Granules for Oral Solution come 


® in 40-cc. and 80-ce. bottles. When 
| \ reconstituted, each 5-cc. teaspoonful 
represents 125 mg. (200,000 
units) of potassium penicillin V. (mm 


Potassium Penicillin V FUMTAS — FILM-SEALEO TABLETS, ABBOTT. U.S. PAT. NO. 2881005 


in tiny, easy-to-swallow Filmtabs* in tasty, cherry-flavored Oral Solution 
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uf you too 
are disappointed in 
the multitude of new 


the many doctors 
who are returning to 
reliable, tume-proven, 
consistently dependable 


Haimased 


for control of hypertension 


Composition: Each 100 cc. represents 4.4 Gm. Sodium Thiocyanate 
(20 gr. to fluid ounce). Stable, palatable, sugar free. 


Samples of Haimased on request from 


THE TILDEN COMPANY 
New Lebanon, N. Y. 


Oldest Manufacturing Pharmaceutical House in America 
Founded 1824 
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ELIMINATE 
| | THE ENEMA AT 
HOME OR 


“The effectiveness of the senna preparation [‘Senokot’] in reducing 


the need for enemas...is clearly apparent...” 
Kasdon, S. C., Morentin, B. O.: J. Internat. Coll. Surgeons 31:455 (Apr.) 1959. 


...time and tinse again, gentle, natural acting ‘Senokot’ is cited in clinical 
reports as the therapy of choice in all patients with acute or chronic 
constipation. 


‘Senokot’ acts uniquely, through neuro-stimulation of Auerbach’s plexus 
in the colon, duplicating the process of normal defecation. 


When therapy with'Senokot’is substituted for enemas the difference is safe, 
natural physiologic correction of constipation,and increased patient comfort, 
as well as significant saving of time for your hospital’s nursing staff. 


THE EFFECTIVENESS AND SAFETY OF THE DOUBLY STANDARDIZED SENNA CONCENTRATE 
CONTINUE TO BE DOCUMENTED BY CLINICAL AND LABORATORY INVESTIGATIONS WHICH 
CONSTITUTE THE FASTEST GROWING BIBLIOGRAPHY*ON CONSTIPATION CORRECTION 


a *Available upon request to the Medical Director 


Small and easy 
to swallow, 
in bottles of 100. 


TABLETS 


Cocoa-flavored, 
in 8 and 4 ounce 
canisters. 


GRANULES 


STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK 


NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
© Copyright 1959, The Purdue Frederick Company 
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loosen the noose of fear 
in bronchial asthma 


VISTARIL 


hydroxyzine pamoate 


...unties the mental and physical knot + tranquilizes anxious asthmatics - relieves 
apprehension «+ relaxes muscular tension + supplements anti-asthmatic medication 


Vistaril was designated as a psychotherapeutic antihistamine by the A.M.A. Council on Drugs in 


1958. A professional information booklet providing complete details on Vistaril is available on 
request, 


Suggested oral dosage — adjust according to response: Adults, 50 mg. q.i.d., initially, Children over 
6, 50-100 mg. daily in divided doses. Children under 6, 50 mg. daily in divided doses. 


Supplied as Capsules — 25, 50, and 100 mg.; bottles of 100 and 500. 
Oral Suspension — 25 mg. per teaspoonful (5 cc.) ; 1 pint bottles. 
Parenteral Solution (as the HCl) — 25 mg. per cc.; 10-cc. vials and 2-cc. Steraject® Cartridges. Pfizer) 


PFIZER LABORATORIES, Div., Chas. Pfizer & Co., Inc., Brooklyn 6,N.Y. Science for the world’s well-being 
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ANTIVERT AT WORK Fl 


improvement is marked in virtually 9 out of 10 ver- 
tiginous patients on antivert.' Combines the two 
most effective therapies for equilibrium disorders. 
Each antivert tablet contains: 
Meclizine (12.5 mg.)—the most effective anti- 
histaminic to control vestibular dysfunction.? 
Nicotinic acid (50 mg.)—the drug of choice for 
prompt vasodilation.’:? 
Prescribe antivert for relief of Meniere’s syn- 
drome, arteriosclerotic vertigo, labyrinthitis, and 
streptomycin toxicity. Also effective in recurrent 
headache, including migraine. 


Dosage: One tablet before each meal. 


Supplied: in bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
2. Charles, C. M.: Geriatrics 2:110 (March) 1956. 3. Shuster, B. H.: 
M. Clin. North America 40:1787 (Nov.) 1956. 4. Dolowitz, D. A.: Rocky 
Mountain M. J. 55:53 (Oct.) 1958. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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...and one to grow on 


8 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 meg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
ce. vials and 1000 meg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobalamin, Crystalline Vitamin 819 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC. 


wins 


LY | build appetite 
j with 

B complex 
vitamins 


prevent 
nutritional 
anemia 
with ferric pyrophosphate, 
a form of iron ~ 


exceptionally 
well-tolerated 


in taste-tempting promote 
cherry flavor 


Average dosage, 1 teaspoonful , | protein uptake 


(5 cc.) contains: with the 

Vitamin Crystalline. . potentiating effect 
Thiamine HCI (B,) 

Pyridoxine HCI (Be) of |-Lysine on 
Ferric Pyrophosphate (Soluble) 250 mg. a Jd 

tron (as Ferric Pyrophosphate) 30 mg. ae ae low-grade 
Sorbitol 3.5 Gm. 


Alcohol protein foods 


Bottles of 4 and 16 fl. oz. 


(CGetoria) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ethically promoted 


Metall 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 

Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 

Supplied in 8-0z. containers, and boxes of 30 individual-dose packettes. 

Two teaspoonfuls, or contents of one packette, in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request 


| BRAYTEN Pharmaceutical Company « Chattanooga 9, Tennessee 
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BAYER 
ASPIRIN 
c 

se TARE 
‘one 


August isn’t the only hay fever month* 
...and there is no seasonal limit 

on the antiallergic action of 
Chlor-Trimeton* Repetabs’ 8 or 12 mg. 


safest, best tolerated, for both seasonal and nonseasonal allergies 
the most prescribed antihistamine in the United States 


Bottles of 100 and 1000. 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


*in every month of the year there are 
allergenic pollens thriving in some part of the United States on m4 


SYMBOL OF THE ONE-DOSE CONVENIENCE YOU WANT FOR YOUR PATIENT 
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A NEW USE 
FOR VESPRIN 


FROM 
ANXIETY 
| AND TENSION 
TO: EMOTIONAL 
STABILITY 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 


VESPRIN made the difference 


phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 


wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 


oversedation, lethargy, apathy or loss of mental clarity.* 


And Vesprin exhibits an improved therapeutic ratio — enhanced efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 


patients treated for anxiety and tension.’** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 1.0, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘vesraiw® is » Squivd Trademar 
Vesprin—the tranquilizer that fills a need in every major area of medical 
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_.. For the treatment of infant colic SKOPYL quickly and effectively relizves and prevents abdominal pain 
_ and distention always identified with infant colic. 

. ‘Easy Administration: Just one or two drops of SKOPYL under the tongue, 20 —30 minutes before 

_ @ach feeding —— or 3 drops for an acute attack of colic. 

_ Fast Action: The rapid absorption of SKOPYL into the blood stream via the sublingual or oral route often 
_ gives immediate and dramatic relief of acute abdominal! pain characteristic of infant colic. 

_ Effective: SKOPYL is more effective because of its selective peripheral action without influence on the 
- Central nervous system. Even when there is regurgitation and vomiting, SKOPYL is effective when 

_ administered orally or sublinguaily. During administration of SKOPYL, frequent, loose, and mucoid 

.. stools will become firm — often within 24~ 48 hours. > 
.. Action and Safety: The main effect of SKOPYL is peripheral. it has a particularly depressant effect on he 

~ tonus and motility of smooth musculature of the gastrointestinal tract. Because of SKOPYL’s high 

_ degree of selective action and favorable therapeutic index, the recommended small volume dose can 
generally be given with a minimum incidence of side effects. 

_ Indications: Colic (paroxysmal fussing, infantile dyspepsia, irritable crying), infantile vomiting, infantile 
. .. diarrhea, pyloric spasm. Precautions: Fiuid balance should be restored in dehydrated infants or those : 
_. with oliguria before beginning treatment with SKOPYL. Available: 5 cc. dropper bottle. 
- One drop = 0.6 mg.; 40 drops = 1 cc. 
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histaminic and a nasal decongestant. 


Available on prescription only. 7 


PHENAPHE 


Phenaphen Plus is the physician-requested 
combination of Phenaphen, plus an anti- 


“MISERABLE 


each coated tablet contains: Phenaphen 
Phenacetin(3gr.). . . . 194.0 mg. 
Acetylsalicylic Acid (2% 9r.) . 162.0 mg. 


Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 

plus 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


American Health Insurance Corp. —.-.---~--~--------------- 8 
Astra Pharmaceutical Company_.......----..-.-..-------- 6, 74 
Brayten Pharmaceutical 87 
Davies, Rose & Company, Limited__..______..-.--_-------- 66 


Gill Memoria! Eye, Ear and Throat Hospital, Inc 
Glenbrook 


12-13, 26-27, 61, 62, 66, 68, 73, 75, 86 
Parke, Davis & Company______.---_-_-___-______ Second Cover-3 
People’s Service Drug Stores..........-................... 38 


92 


INDEX TO ADVERTISERS 


Plyler’s Nursing Home, Mrs. 


Richmond Eye Hospital—Richmond Ear, Nose and 
Richmond Hotels Incorporated 64 
Riverside Convalescent 50 
Smith Kline & French Laboratories_________-___--___- Back Cover 


St. Elizabeth’s Hospital 


St. Paul-Western Insurance Companies_______.___________- 61 
State Board of Medical Examiners, The__.._-_.____________- 49 
50 
81 
United States Brewers Foundation_____._________________._- 23 
25, 34, 77-78 
Winthrop Laboratories _____..___._--- 19-22, 28-29, 62, 65, 72, 76 
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TUNNING 
and open stuffed noses orally 


the leading oral nasal decongestant 


+ in nasal and paranasal congestion 

insinusitis 

* in postnasal drip 

+ in allergic reactions of the upper respiratory tract. 


safer and more effective than topical medication*** 


* systemic transport to all respiratory membranes 
* provides longer-lasting relief 

* presents no problem of rebound congestion 

* avoids “nose drop addiction” 


first —the outer layer 
dissolves within minutes 
to produce 3 io 4 hours 
of relief 


Relief with Triaminic is prompt 
and prolonged because of this 
special timed-release action... 
beneficial effect starts in 
minutes, lasts for hours 


then —the core disintegrates 
to give 3 to 4 more hours 
of relief 


Each TRIAMINIC Tablet provides: TRIAMINIC JUVELETS: Each timed-release 


Phenylpropanolamine HCl cecccccccccecs 50 mg. Juvelet is equivalent in formula and dosage to 
Pheniramine NOD Sassi disscticeetaeiiinl 25 mg. one-half of a TRIAMINIC tablet, for the adult 
Pyrilamine maleate 25 mg. 


or child who requires only half strength dosage. 


One-half of this formula is in the outer 

layer, the other half is in the core. TRIAMINIC SYRUP is recommended for 
Dosage: One tablet in the morning, mid- adults and children who prefer liquid medica- 
afternoon and at bedtime. tion. Each 5 ml. tsp. is equivalent to %4 of a 
References: 1. Lhotka, F. M.: Minois M. J. 112: Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. day; children 6-12: 1 tsp. 3-4 times a day; 


Monthly 37:460 (July) 1958. 3. Farmer, D. F.: 


Clin, Med. 5:1183 (Sept.) 1958. children under 6: in proportion. 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 
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Patient M.S., 81, at the time of 
the first visit was in severe pain 
and very uncomfortable. Complained 
of swelling of wrists, legs and var- 
ious joints; pain and stiffness in 
cervical area and lower spine; pain, 
swelling and limited motion in the 
fingers; slight ulnar deviation of 
the hand. M.S. demonstrates posi- 
tion necessary to put on his hat 
(motion was so restricted that he 
-could not comb his hair). 


(dexamethasone CIBA) 


potent, effective corticosteroid 
profound anti-inflammatory activity 
minimal side effects 


From the files of a practicing 
physician. Photographs used with 
permission of the patient. 


SUPPLIED: GAMMACORTEN Tablets, 
0.75 mg. (pink, scored). 


C 


2/2723MK SUMMIT, N. J. 


Treatment and Result: After 36 hours 
of GAMMACORTEN therapy, M.S. had 
"complete relief." Joint swelling 
had decreased, pain was almost ab-— 
sent, range of motion had increased 
dramatically. At the end of the - 
first week of GAMMACORTEN he was 
free of discomfort and able to 
return to his job as a porter. M.S. 
could put on his hat normally, 
could comb hair; joint function 
near-normal after first week. 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


why should the urine 
be tested for sugar in 
acute cholecystitis ? 


The high incidence of pancreatic dis- 
ease associated with pathologic con- 
ditions of the biliary tract indicates 
their close relationship. The appear- 
ance of glycosuria in acute cholecys- 
titis points to involvement of the 
pancreas in the inflammatory process. 


Source: Refresher Article: 
Biliary Tract 


Diseases, M. Times 
85:1081, 1957. 


D READIN 
TANDARDIZED “PLUS” 
ANDARDIZED, 


COMPANY, INC 
Elkhart « Indiono 
Toronto Conada 
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_..the most satis method f. cand utine testing... 


for prompt and sustained relief from 
severe mental and 


emotional 
stress 


THORAZINE* SPANSULE} capsules 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


Smith Kline & French Laboratories 


*T_M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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